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PREFACE 



This Rate Training Manual and Nonresident Career Course (RTM/NRCC) form a self-study 
package that will enable senior Hospital Corps , Personnel to help themselves in fulfilling^ the 
requirements of their rating. While primarily developed around the requirements for personnel serving 
on independent duty, the information contained within is applicable to all HM 1 & C personnel. 
Among the rexjuirements discussed are the abilities to supervise and conduct sick call, including history 
taking, examination, diagnosing, and t reating of sick cal l and eme r gency patients; recogni zing.gnd 
treating emergency denial cbndiIions;"pertorming health care mspections; performing and interpreting 
the results of elementary laboratory procedures; discharging environmental and preventive medicine 
functions such as sewage and refuse c^isposal, sexually transmitted disease contact interviewing and 
repoiUng, and food-service sanitation procedures; ordering, receiving, and issuing supplies and 
maintaining the associated accounting records; administering mass immunizations; preparation and 
maintenance of medical and personnel records; executing the various aspects of the Decedent Affairs 
Program; ensuring compliance with rules and regulations for security practices and procedures; and 
performing the general duties connected with the administration of medical departments ashore and 

afloat. .... 

Designed for individual study and not formal classroom instruction, this RTM provides subject 
matter directly related to the occupational qualifications of the HM l&C rating. The NRCC provides 
the usual way of satisfying the requirements for completion of this RTM . The set of assignments in the 
NRCC includes learning objective's and supporting items designed to lead students through the RTM. 

This manual and NRCC were prepared by the Naval Health Sciences Education and Training 
Command, National Naval Medical Center, Bethesda MD 20014, under the supervision of the Bureau 
of Medicine and Surgery, Washington DC 20372. 
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THE UNITED STATES NAVY 

(HI A!:DIAN of OURjCOUNTRY 

The United States Navy is responsible for maintaining control of the 
sea and is a ready force on watch at home and overseas, capable of 
strong action to preserve the, peace or of instant offensive action to 
win in war. 

It is upon the maintenance of this control that our country's glorious 
future depends; the United States Navy exists to make it so. 



WE SERVE WITH HONOR 

Tradition, valor, and victory are the Navy's heritage from the past. To 
these may be added dedication, discipline, and vigilance as the 
watchwords of the present and the future. 

At home or on distant stations we serve with pride, confident in the 
respect of our country, our shipmates, and our families. 

Our responsibilities sober us; our adversities strengthen us. 

Service to God and Country is our special privilege. We serve with 
honor. 



THE FUTURE OF THE NAVY 

The Navy will always employ new weapons, new techniques, and 
greater power to protect and defend the United States on the sea, 
under the sea, and in the air. 

Now and in the future, control of the sea gives the United States her 
greatest advantage for the maintenance of peace and for victory in 
war. 

Mobility, surprise, dispersal, and offensive power are the keynotes of 
the new Navy. The roots of the Navy lie in a strong belief in the 
future, in continued dedication to our tasks, and in reflection on our 
heritage from the past. 

Never have our opportunities and our responsibilities been greater. 
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CHAPTER 1 



ADVANCEMENT 



This training course is designed to help you 
meet the occupational (technical) qualifications 
for advancement to HMl and HMC. Chapters 2 
through 13 of this training manual deal with the 
technical subject matter of the hospital cDTps- 
man rating. The present chapter provides in- 
troductory information that will help you in 
working for advancement. It is important that 
you study this chapter carefully before starting 
your ctudy on the remainder of this training 
course. 



YOUR HORIZON BROADENS 

Advancement in rating brings both increased 
rewards and responsibilities. The time to start 
looking ahead and considering the rewards and 
responsibilities is now, while you are studying 
this course and preparing for advancement. 

By this time you are probably well aware of 
the many advantages of advancement— higher 
pay, greater prestige, more interesting and 
challenging work, and the satisfaction of getting 
ahead in your chosen profession. You have pro- 
bably also discovered that one of the most en- 
during rewards is the personal satisfaction you 
find in developing your skills and increasing 
your knowledge. 

' The Navy also benefits by your advance- 
ment. Highly trained personnel are essential to 
the functioning of the Navy. Each advancement 
in rating increases your value to the Navy in two 
ways. First, you become more valuable as a 
technical specialist in your own rating; second, 
you become more valuable as a person who can 
supervise, lead, and train others. This increased 
value enables you to make far-reaching and 
long-lasting contributions to the Navy. 



In large measure, the extent of your con- 
tribution to the Navy depends on your will- 
ingness and ability to accept increasing 
responsibilities as you advance. When you 
assumed theTiuties of an HM3, you began: to ac- 
cept responsibility for the work of others. With 
each advancement you accept increasing respon- 
sibility in military matters as well as in matters 
relating to the occupational requirements of 
your rating. 

You will find that your responsibilities for 
military leadership are about the same as those 
of petty officers in other ratings, since every 
petty officer is a military person as well as a 
technical specialist. Your responsibilities for 
technical leadership are special to your rating 
and are directly related to the nature of your 
work. Tending the sick and woujided is an im- 
portant job, and it*s a teamwork job; it requires 
a special kind of leadership ability that can be 
developed only by technically competent person- 
nel who have a deep sense of personal respon- 
sibility. 

The practical details relating to your respon- 
sibilities for medical department administration, 
supervision, and training are discussed in the re- 
maining chapters of this training course. At this 
point, let's consider some of the broader aspects 
of your increasing responsibilities for military 
and technical leadership. 

Your responsibilities will extend both up- 
ward and downward . Both officer and enlisted 
personnel will expect you to translate the general 
orders given by superiors into detailed, practical 
on-the-job language that can be understood and 
followed by relatively inexperienced persons. 
When you deal with your juniors, it is up to you 
to see that they do their work properly. At the 
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same time, you must be able to explain to of- 
ficers any important needs or problems of the 
enlisted men. 

You will have regular and continuing respon- 
sibilities for training . Even if you are lucky 
enough to have highly skilled and well trained 
hospital corpsmen working for you, you will still 
find that training is necessary. For example, you 
will always be responsible for training lower 
rated personnel for advancement in rating. Also, 
some of your best workers may be transferred, 
inexperienced or poorly tramed personnel may 
be assigned to you, or a particular job may call 
for skills that none of your personnel have. 
These and similar problems require that you be a 
training specialist who can conduct training pro- 
.grams-and-irain Jndividuals and^gtoups, in .exv 
renting their tasks. 

You will have increasing responsibilities for 
working with others . As you advance to HMl 
and then to HMC, you will find that many of 
your plans and decisions affect a large number 
of people, including some who are^iot members 
of the Medical Department. It is therefore im- 
portant that you understand the duties and 
responsibilities of personnel in other ratings, 
especially those with whom you have in- 
terdepartmental dealings. Every petty officer in 
the Navy is a technical specialist in his or her 
own field. Learn as much as you can about their 
work so that it will fit in with the overall mission 
^of tbe organization. 

As your responsibilities increase, your ability 
to communicate clearly and effectively must also 
increase . The basic requirement for effective 
communication is a knowledge of your own 
language. Use correct language in speaking or 
writing. Remember that the basic purpose of all 
communication is understanding. To lead, 
supervise, and train others, you must be able to 
communicate in such a way that others can 
understand exactly v/hat you mean. 

A second requirement for effective com- 
munication in the Navy is a knowledge of the 
Navy way of saying th'ngs. Some Navy terms 
have been standardized to ensure communica- 
tion. When a situation calls for the use of stan- 
dard Navy terminology, use it. 

Another requirement of effective com- 
munication is precision in the use of technical 
terms. A command of the technical language 



peculiar to the Medical Department allows you 
to receive and convey information accurately 
and to exchange ideas with others. Persons who 
do not understand the meaning of terms used in 
connection with the work of their own rating are 
at a disadvantage when they try to read official 
publications. They^are also at a great disadvan- 
tage when they take the written examination ip/ 
advancement. Although it is always impoj;t^t 
for you to use technical terms correctly; it is 
est)e(5fally important when you are dejkhng with 
lower rated personnel; sloppiness ui :he use of 
technical terms is likely to be vej;/ confusing to 
them. . 

You will have increa^d responsibilities for 
kceping„up wUh new^.^eyelopjnents 
everything in the/Navy— policies, procedures, 
systems— is subj^t to change and development. 
You must keef) yourself informed of all changes 
and new developments that might affect youj. 
rating or your work. 

Some changes will be called dir^oti^ to your 
attention, others you will ha^e t^* look for. Try 
to develop a special alertness for new informa- 
tion. Keep up-to-d^t(?^n all available sources of 
technical infpFrtiation. Publications of continu- 
ing interestio supervisors in the Medical Depart- 
ment are-'^^UHS. Navy Medicine" and all notices 
and instructions, especially those from 
BUMED. 



REQUIREMENTS FOR ADVANCEMENT 

In general, lo qualify for advancement you 
must: 

1. Have a certain amount of time in grade 

2. Complete the required military and oc- 
cupational training courses. 

3. Demonstrate the ability to perform all the 
practical requirements for advancement by com- 
pleting the Personnel Advancement Require- 
ment (PAR), NAVPERS 1414/4 (formerly 
NAVPERS 1414/1). 

4. Be recommended by your commanding 
officer. 
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5. Demonstrate your knowledge by passing 
a written examination based on: 

(a) the military requirements for ad- 
vancement and 

(b) the occupational qualifications for 
advancement in the hospital corpsman rating. 

Advancement in rating is not automatic. 
Meeting all requirements makes you eligible but 
does not guarantee your advancement. The fac- 
tors that determine which persons, out of all 
those who take the examinations, will actually 
be advanced are the scores^made on the written 
examinatipjitUhe^erfgOr of time^^ service, the 
jDerfortnance marks of the individual, and the 
qudtasTef Tor thTratin^^^ " 

Remember that the recjuirements for ad-^ 
vancement may change from time to time^ 
Check with your division officer oMfaining 
officer to be sure you meet thj^tSst recent re- 
quirements when you areprei5aring for advance- 
ment or helping ottieFS^to prepare for it. 

To preparf.^(5radvancement you need to be 
familiar^ 

1. the occupational standards for the 
hospital corpsman rating found in the Manual 
of Navy Enlisted Manpower and Personnel 
Classifications and Occupational Standards, 
NAVPERS 18068 series, 

2. the Personnel Advancement Requirement 
(PAR), NAVPERS 1414/4, 

3. appropriate Navy training courses, and 

4. any other material that may be required 
or recommended in the current edition of 
Bibliography for Advancement Study, 
NAVEDTRA 10052. 

These materials are discussed later in this^ 
chapter under Sources of Information. 



THE HOSPITAL CORPSMAN RATING 

The p-imary mission of the hospital corps- 
man is to minister to the sick and wounded. 
Hospital corpsmen work in a fantastic variety of 
jobs associated with the care of the sick and 
wounded. Their versatility ranges from general 
service hospital corpsmen to highly trained and 



specialized technicians in blood banks and 
radioisotope and research laboratories. 

The- most challenging assignment for an in- 
dividual who has graduated from Advanced 
Hospital Corps School is independent 
duty— duty aboard ship or a submarine or at a 
remote station, independent of a medical of-^^- 
ficer— where knowledge tempered with mziymVf ' 
and good judgment is of extreme vdXvi^y^ 

Hospital corpsmen are assignejR6 ships and 
stations throughout the world^-ificluding Marine 
Corps units, ashore an^^afloat. Whatever their 
technical specfaltie$<A<matever their billets, their 
function is always related to the care of the sick 
and woundea 



SCOPE OF THIS TRAINING COURSE 

Before studying any book, it is a good idea to 
know the purpose and the scope of the book. 
Here are some of the things you should know 
about this training course: 

It is designed to give you information on the 
occupational (technical) qualifications for ad- 
vancement to HMl and HMC. 

The occupational (technical) qualifications 
that were used as a guide in the preparation of 
this training course were taken from the 
Manual of Navy Enlisted Manpower and Per- 
sonnel Classifications and Occupational Stan- 
dards NAVPERS 18068 series. Any later 
changes in the hospital corpsman qualifications 
may not be incorporated in this training course. 
It is therefore important for you to obtain and 
study a set of the most recent hospital corpsman 
qualifications. ^ 

This training course includes information 
that is related to both the knowledge factors ?nd 
the practical factors of the qualifications for ad- 
vancement. But no training course can take the 
place of actual on-the-job experience for 
developing skills. The training course can help 
you understand some of the hows and whys, but 
you must combine knowledge with experience 
before you can develop the required skills. The 
Personnel Advancement Requirement (PAR), 
NAVPERS 1414/4, should be used along with 
this training course whenever possible. 
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Tbe following chapters of this course deal 
with the technical subject matter of the hospital 
cprpsman rating. Before studying these 
chapters, study the table of contents and note 
the arrangement of information. You will find it 
helpful to get an overall view of the organization 
of this training course before you start to study 
it/ 



SOURCES OF INFORMATION 

It is very important for you to have an exten- 
sive knowledge of the references to consult for 
detailed, authoritative, up-to-date information 
on all subjects related to the military standards 
and to the occupational qualifications of the 
hospital corpsman rating. 

Some of the publications discussed here may . 
change from time to time, others as the need 
arises. When you use a publication that is sub- 
ject to change or revision, be sure you have the 
latest edition. When using any publication that 
*is kept current by means of changes, be sure you 
have a copy in which all changes have been 
entered. 

NMPO PUBLICATIONS 

The NMPC publications described here in- 
clude some that are essential for anyone seeking 
advancement and some that are extremely 
helpful even though not essential. 

Occupational Standards 

The Manual of Navy Enlisted Manpower 
and Personnel Classifications and Occupational 
Standards, NA.VPERS 18068 series, gives the 
minimum occupational (technical) standards for 
advancement in rate from P03 to MCPO. Keep 
in mind that these are the minimum standards 
required for advancement to each rate within 
each rating. You are responsible for meeting all 
of the standards specified for advancement to 
the rate level you are seeking and all standards 
specified for all lower rate levels. Remember also 
that changes to the occupational standards are 
issued more frequently than rate training courses 
can be revised. So you must always check the 
latest requirements for advancement in rating. 



Personnel Advancement Requirement (PAR) 

The Personnel Advancement Requirement 
(PAR), NAVPtRS 1414/4 (formerly i414/l, 
Record of Practical Factors), is used to in- 
dividualize advancement requirements for each 
rating and to provide a consolidated checklist 
for individuals preparing for advancement and 
for commands in evaluating advancement 
readiness, 

PAR is presented in three sections: 

1. Section I lists the administrative re- 
quirements; 

2. Section II lists the formal school and 
other training requirements (if any) and recom- 
mended training for improved performance in 
rating; and 

3. Section III lists occupational and military 
ability requirements. 

This section is based on the current occupational 
standards as published in Section I, Manual of 
Navy Enlisted Manpower and Personnel 
Qualifications and Occupational Standards, 
NAVPERS 18068 series. It contains broad 
statements based on approved military and oc- 
cupational standards of what a person must be 
able to do at the next higher pay grade, whereas 
the Bibliography Sheet provides a verbatim 
listing of these standards applicable to an ex- 
amination. 

As changes are made to the occupational 
standards, new forms of NAVPERS 1414/4 are 
issued as necessary. If a perso.* shows profi- 
ciency in some skill not listed as a minimum 
qualification but falls within the general scope of 
the rating, ensure that an entry is made in the 
space provided for that purpose. 

The PAR is kept in the service record and 
should be forwarded with the service record to 
the next duty station. Each person should keep a 
copy for his or her own use. 

Bibliography for Advancement Study 

The Bibliography for Advancement Study, 
NAVEDTRA 10052, is an important publication 
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for any enlisted person preparing for advance- 
ment. It^ lists required and recommended rate 
^traiqin^. manuals and other materials to be 
studied by perspnnel working for advancement. 

NAVEDTRA 10052 is revised and-issued 
each year by the Chief of Naval Training. Eaich 
revised edition is identified by a letter following 
the NAVEDTRA numbervfee sure you have the 
most recent edition.. 

If extjsnsive changes in qualifications occur in 
a rating between the 'annual revisions ofy 
NAVEDTRA 10052, a ^^supplementary list o^ 
study materials may^ issued in the form of a 
directive. When you are preparing, foe advance- 
ment, check to see if changes have' been made in 
the qualificatibns for your rating. If changes 
have been ma3e, see if a directive has been 
issued to supplement NAVEDTRA J0052. , 

TJie required and recommended references 
are listed by^ay g\ade in l^AVEDTRA lOOSi. If 
you are working for advancement to HMl, 
study the materials listed for the HMl leveUnd 
all ^evels below Tl^ If you are working for ad- 
vancement to HMC, study^fle .materials listed 
for the HMC level and all lower rale.Ievels. 

It should be no^d that publications listed for 
a given pay grade frequently make specific 
reference to other publications. These referrals 
are part of the total bibliography, and examina- . 
tions are based on this total bibliojgraphy. « 

In using NAVEDTRA 10052, ybu will notice 
that some rate, training manuals are marked with 
anjisterisk Any manual marked in this way 
y^Smandatpry. that is, it must be completed at the . 
indicated rate' leyel before you are eligible to . 
take^he service wide examinati(^n for advance- 
mentf Each mandatory rate training manual may 
be completed by: * ^ 

X < 1. passing the nonresident career course 

VnRCC) based on the manual; 
\ 2. passing locally prepared tests based on the 
nformation given in the rate training manual; or 
3. in some cases, satisfactory completion of 
an appropriate Navy school. 

It is important. to note that all references, , 
/mandatory or recommenlJed, listed in 
'NAVEDTRA 10052 may be used as source 

material "by the writers of the exaigjpationsi for 

advancement in rating. 



Navy Training Courses 

Navy training courses are written for the 
specific purpose. of helping personnel prepare, 
for advancement. Some courses are general in 
natur^e^and are intended for use by more than 
one rating; others (such as this one) apply to the 
particular rating. 

Navy training courses are revised from time 
to time to bring them up-to-date. The revision is- 
identified by a letter following the NAVEDTRA 
number. You caft" tell whether a Navy training 
course is the latest edition by^^cking the 
NAVEDTRA number in the most recent Edition 
of the List of Training Manuals and Cor- 
respondence Couises, NAVEDTRA 10061. 

There are" three Navy training courses that 
are prepared only to present information on the 
military standards for advancement to HMl or 
HMC. These courses are: 

^ Basic Military Requirements, NAVPERS* 
10054, 

Military Requirements for Petty Officer 
3&2, NAVPERS 10056, and 

Military Requirements for Petty Officer 
1 &Q NAVPERS 10057. 

Each of the military requirements courses is 
mandatory at the indicated rate levels. In addi- 
tion to giving information on the military stan- 
dards, these three books give infof mation on the 
enlisted rating structure; how to supervise, train, 
and lead other men; and how to 'meet your in- 
creasing responsibilities as you advance in 
rating. ^ 

' Other NMPC Publications 

Additional NMPC publications that you 
may find useful in connection with your respon- 
sibilities for leadership, supervision, and train- 
ing include: 

the Manual for Navy Instructors, 
NAVEDTRA 16103, 

the Navy Training Bulletin, NAVEDTRA 
14900, 

Quarterly Training Information Procedures 
(TIPS), 

(he Manual of Advancement, BUPERSINST 
1430.16 series. 
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the Bureau of Naval Personnel Manual, 
NAyPERS 15791B, 

the Correspondence Manual, SEC- 
NAVINST. 5216.5B, 

the Department of the Navy Information 
.Security Program Regulation, OPNAVINST. 
5510.1 series, and 

the Naval Telecommunications Pro- 
cedures/Telecommunications Users Manual, 
NTP3. 



TRAINING FILMS 

Training films available to Navy personnel , 
are a valuable source of supplementary informa- 
tion on many technical subjects. Films that may 
be of inteiest are listed in the United States Navy 
Film Catalog, NAVAIR 10-1-777 and the Naval 
Health Sciences Education and Training Com- 
mand Medical Film Catalog, 1974 (reprinted in 
1978 with addendum). 
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CHAPTER 2 

PHYSICAL DIAGNOSIS AND TREATMENT 



PHYSICAL DIAGNOSIS 



The first concern of the hospital corpsman 
when confronted with a patient is diagnosis. 
When a patient comes to sick call, it is a must to 
obtain a careful history first, followed by a 
careful physical examination, diagnosis, and 
treatment. 

The medical history plus the physical ex- 
amination form the basis for establishing the 
diagnosis and instituting a course of treatment. 
The medical history makes the physical examina- 
tion more meaningful and not just a mechanical 
routine. 

The patient may be confused, nervous, 
fearful, insecure, resentful, and even argumen- 
tative. To deal with these emotions and at- 
titudes, you will need a professional bedside 
manner. This can be achieved by cultivating a 
professional attitude, sincerity, understanding, 
mental maturity, and compassion. Corpsmen 
should never allow themselves to take a 
moralistic attitude or to condemn or condone a 
patient*s behavior. 

The history taking begins when the patient 
arrives in sick call. The patient should be 
observed for any overt signs and symptoms, 
reactions to questions, alertness, attitude toward 
the corpsman and his or her illness, and level of 
intelligence. Before asking the patient direct 
questions, the corpsman should let the patient 
talk freely and listen to the patient*s story. 
Remember, listening is an art. 

When the patient has related the story in his 
orher own words, it is time to ask specific ques- 
tions. Keep the questions simple and on the pa- 
tient*s level.- Ask the patient to describe the 
symptoms, including their duration, nature. 



location, date and type of onset, and what 
relieves or aggravates them. Remember that each 
history is an individual experience and should 
not be stereotyped but rather adjusted to each 
individual's specific problem. Fear, confusion, 
rambling, exaggeration, and minimization are 
obstacles to eliciting a good medical history. 
They must be overcome to get the data necessary 
to establish a diagnosis. 

The following outline is a helpful guideline 
to use in obtaining the medical history. 

• Biographical Data— Obtain the patient's 
full name, age, sex, race, SSN, nationality, 
marital sjtatus, and occupation. 

• Chief Complaint— Main reason for 
coming to sick call. 

• History of Present Illness— Phrase ques- 
tions so that the patient provides the needed in- . 
formation, and ^^ to avoid leading questions. 
The patient should describe discomfort or 
unpleasant sensations. Have the patient , 
elaborate on the chief complaint, including th*^ 
date, mode, course, and duration of onset. Find 
out how each symptom first made its ap- 
pearance, whether it was abrupt or gradual, how 
long it lasted, and whether it was persistent or 
intermittent. Determine the location and 
whether or not it radiates and where it radiates 
to. Determine if there are' any lesser symptoms 
that accompany the major complaint. Note any 
absences or cessations of the symptoms and any 
cycles they undergo. Elicit information 
regarding any previous or self-treatment and the 
effect of such treatment. 

• Past History— Review past illnesses, 
surgical procedures and dates thereof, and all 
major injuries. 

:-l 
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• Family History— Obtain the health status 
of blood relatives, including their age if living 
and the cause of death if deceased. 

• Social History— The patient's personal 
habits, sex life, emotional adjustments, and 
work and recreational habits are of importance. 

• Marital History— ^Health of spouse, 
sexual adjustment, number of children and their 
health, and the emotional status of the marriage. 
NOTE: Depending upon the^ircumstances and 
the type of the patient's complaint, not all ques- 
tions are pertinent and should not be asked of 
the patient in every case. 

• Occupational History— Where the pa- 
tient works, what he or she does, who he or she 
works for, how long in that position, health 
hazards in that area, and recent changes in posi- 
tion or authority may be important points to ex- 
plore. 

A comprehensive account of complaints 
referable to each body system in logical sequence 
from head to toe should be made a part of the 
history. This review provides a thorough evalua- 
tion of the past and present status, of each body 
system. It also permits the grouping of like 
symptoms and provides a double check to 
prevent omissions of significant data concerning 
the present illness or injury. The following is 
merely a suggested guideline to follow^^and 
should not be interpreted as a hard and fast rule 
of thumb. Again, each case is unique and should 
not be stereotyped. 

• Body Weight— Determine the average, 
maximum, and least weight for the individual, 
and check for loss or gain in weight and the time 
interval between such loss or gain. 

• Skin, Hair, and Nails — Check the texture 
for dryness, sweating, discolorations, itching, 
changes in temperature, dermatological condi- 
tions and therapeutic efforts to control them, 
and baldness and itching of the scalp. 

• Head— Determine if there are headaches, 
their frequency, duration, and what time of day 
they occur; be alert for and determine the 
presence or absence of vertigo, lightheadedness, 
fainting, and any signs of trauma. 



• Eyes — Ask about disturbances in vision, 
lacrimation, itching, photophobia, and^ain. 

• Ears— Determine degree of deafness 
(if suspected), pain, discharge, vertigo, and 
tinnitus. 

• Nose— Note any discharge or obstruc- 
tions. Ask the patient if he or she is subject to 
frequent colds or allergies and if there has been 
any change in the sense of smell. 

« Mouth and Throat— Ask about pain and 
history of bleeding gums, sore throats, voice 
changes, and dysphagia (difficulty in swallow- 
ing), and look for indications of dental hygiene 
habits. 

• Neck — Determine if there are stiffness, 
swelling, pain and associated symptoms of 
lymph node enlargement, and limitation of 
motion. ^ 

• Cardiorespiratory System — Check for 
complaints of dyspnea, orthopnea, edema, 
cough (productive or nonproductive, and if pro- 
ductive, odor and color as well as amount of 
sputum), pain, wheezing, palpitation, syncope, 
cyanosis, hypertension, hoarseness, and stridor 
(harsh or high-pitched respirations). 

• Gastrointestinal System — Ask about 
changes in appetite, complaints of dysphagia, 
pyrosis, indigestion, nausea, vomiting, blood in 
stool or vomitus, flatulence, jaundice, pain, 
changes in bowel habits, constipation, diarrhea, 
and hemorrhoids. 

• Genitourinary System— Ask about fre- 
quency of urination, including urgency, hesita- 
tion, pain, blood, absence or diminishing 
amount, pus, color, and dribbling or incon- 
tinence; and check for past or present evidence 
of sexually transmitted diseases (STD). 

• Nervous System— Check for ^'selings of 
anxiety, apprehension, tremors, convulsions, 
history of psychiatric care, changes in memory, 
changes in judgment, pain, paresthesia 
(numbness), paralysis, and coordination. 
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• Musculoskeletal System— Note the 
presence of muscular pain, swelling,, deformity, 
disability or pain in joints, weakness, atrophy, 
crampSv varicosities, phlebitis, and impaired cir- 
culation in the extremities. 



PHYSICAL EXAMINATION 

After getting as much information as 
possible from questioning, a physical examina- 
tion must then be performed. In general, use the 
same system format that was employed in taking 
the medical history. (NOTE: As stated in the 
section on history taking, depending upon the 
complaint of the patient and your suspicions of 
his or her illness, it is not necessary to perform a 
complete physical examination in every case.) 

• Skin— The human skin, which is 
sometimes referred to as the ''mirror^of an in- 
dividual's health because it often reflects 
diseases of the other organs, should be examined 
visually and also by palpation and auscultation. 
Observe for visible abnormalities such as warts, 
cysts, scales, and vesicles. An important point to 
remember in the visual examination of the skin is 
'color. Changes in coloration are often tipoffs to 
various ailments; for example, a bluish tinge can 
indicate congestive heart failure, pneumonia, or 
any other condition in which the oxygen content 
of the hemoglobin is reduced. Changes in skin 
coloration can also be caused by abnormal 
deposits of pigmentation such as increases of 
bilirubin in the skin and sclera as found in 
jaundice. Note the temperature, texture, 
elasticity, moisture, and presence or absence of 
edema. It is important to include the epidermal 
appendages in the examination of the skin; for 
example, note the condition of the nail beds 
(matrix) since abnormalities in the matrix can 
often indicate local or systemic disorders. Con- 
dition of the hair can also indicate local or 
systemic disorders such as coarse, dry, and 
brittle hair as found in many cases of 
hypothyroidism. ^ 

• Head— Look for any abnormal head 
movements such as spasms, tremors, and tilting. 
Note the size and shape of the head. Note any 



signs of swelling, discolorations (especially in 
facial bones), and bloody or watery discharge 
from the nose and ears. Test the sections over 
the sinuses by palpation and percussion to detect 
any signs of tenderness. Check for. range of 
motion (provided there is no neck injury). In- 
spect -the eyes for normal extraocular 
movements, ' equality of pupils, pupillary 
reaction to light, and accommodation. Check 
.for position and alignment of the eyes, 
abnormal protrusions, recessions, and spacing; 
note position of the eyelids to the eyeballs; 
observe for swelling of the lacrimal apparatus; 
note any opacities in the lens and cornea and 
swellings or nodules in the conjunctiva and 
sclera. Examine the oral cavity for signs of 
bleeding or inflamed gtims, coating or swelling 
of the tongue, ulcers, inflamed throat, pus, and 
condition of the teeth. 

• Neck— When inspecting the neck, look 
for any signs of asymmetry, unusual pulsations, 
growths, stiffness or limitation of movement, 
enlargement of the thyroid gland, and swollen 
lymph nodes behind the ears, on the sides of the 
neck, and in the supraclavicular area. Test 
s\N{allowing ability. 

• Ears, Nose, and Throat— When 
inspecting the ears, include the external ear. This 
area is sometimes so obvious that it is often 
overlooked. Examine the external auditory canal 
for any signs of wax or trauma. Note the posi- 
tion, color, and shape of the tympanic mem- 
brane. Look for signs of blood, pus, redness, or 
swelling. Test for hearing loss by using a tuning 
fork, a ticking watch, or the human voice. 
Observe the nose for signs of swelling or trauma. 
Use a nasal speculum to check for obstructions, 
redness, and infection. Inspect the throat for 
signs of blood, pus, redness, swelling, 
tenderness, and any swellings or growths. Check 
the condition of the teeth, gums, tongue, palate, 
tonsils, and uvula. 

• Respiratory System— Determine if th(5 
patient is coughing and if the cough is produc- 
tive or nonproductive. If productive, examine 
the sputum for quantity, color, viscosity, and 
odor. 
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Look for skeletal deformities or funnel chest 
and exaggerated or abnormal posture. Check the 
accessory respiratory muscles in the neck for 
deformity. Take note of rate, depth, symmetry, 
and pattern of respirations. Halpate the chest 
wall for tendefhess, crepitation, masses, and ab- 
normal pulsations. Palpate for any signs of 
-^-vibrations or thrills. Percuss the chest for signs 
of resonance, hyperresonance, tympany, 
dullness, and flatness. Use a stethoscope to 
auscultate for abnormal breath sounds such as 
rales, rhonchi, and wheezing. Listen for 
abnormal voice sounds. 

• Cardiovascular System — Place the pa- 
tient in a supine position. Palpate the chest wall 

' in the area of the left midclavicular line to detect 
thrills, rate, rhythm, and precardial heave. 
Record blood pressure and pulse. Auscultate the 
heart for abnormal sounds such as friction rubs 
and heart murmurs. 

• Gastrointestinal System— Inspection, 
auscultation, percussion, and palpation are of 
significant value in examining the 
gastrointestinal system. Most of the information 
gathered from the examination wil^ be from 
palpation. Always perform palpation last 
because some findings of auscultation can be 
markedly altered by manipulation of the ab- 
domen. Place the patient in a supine position 
with the head slightly elevated. Visually inspect 
the exposed skin from the sternum to the pubis. 
Observe for symmetry, masses, and general 
nutritional state. Note the presence of scars, 
stretch marks, blemishes, a visible hernia, or ab- 
dominal distension. Auscultate to detect any ab- 
normal peristalsis sounds, friction rubs, and 
fcruits (e.g., a splashing or blowing sound). 
Percuss the abdominal area to detect the 
presence of tumors, fluid, distension, and 
enlargement of the underlying organs. Palpation 
of the abdominal walls is the most important of 
all the steps and the most difficult to perform. 
First, make sure your hands are warm. Start to 
palpate by placing your hand in an area where 
there is no pain and gently move your hand over 
the entire abdomen. Note any enlargements or 
masses and any pain produced. When examining^ 
the abdomen, you should be alert for any sign of 



a hernia. There are three types of abdominal 
hernias: ventral— soft masses that protrude into 
the abdominal wall anteriorly; inguinal— a pro- 
trusion of peritoneum through the abdominal 
wall in the inguinal area; and femoral— located 
on the anterior surface of the thigh just below 
the inguinal ligament. The last part of the ex- 
amination is the rectal. This part of the examina- 
tion is crucial and should be performed in every 
case involving the gastrointestinal tract. 
The perianal ^ area should be inspected for 
lesions and external hemorrhoids. Also palpate 
the anal canal for tumors, polyps, masses, 
and tenderness. The prostate should be palpated 
for size, shape, and consistency. After with- 
drawing the gloved hand from the rectum, check 
the character of any stool that may be on the 
glove, and perform a guaiac test. 



• Genitourinary System— Inspect the lower 
abdomen and flank area for any signs of 
tenderness if kidney involvement is suspected. 
Whenever possible, do a microscopic examina- 
tion of the urine. Examine the genitalia for signs 
of discharge, ulcers, growths, phimosis, 
paraphimosis, condylomata (venereal warts), 
cysts, lipomas or any masses, and areas of 
tenderness and swelling (as in epididymitis). If 
not already performed, a rectal examination is 
essential. If renal calculi are suspected, screen all 
urine for signs of **sandy grit," pus, and blood. 



• Extremities— Compare upper extremities 
for symmetry, muscular development, 
deformity, evidence of nail biting, redness, 
warmth, tenderness, and crepitation. jExamine 
the joints for range of motion, areas of 
tenderness, swelling, and discoloration. Inspect 
and palpate all lymph nodes in the upper 
extremities. Examine the legs for symmetry, 
edema, muscular development, abnormalities in 
blood vessels, and dermatological diseases. 
Apply passive and active range of motion 
techniques and check for tenderness, swelling, 
discoloration, and deformity in joints. Inspect 
and palpate all inguinal and femoral nodes. Ex- 
amine the feet for changes in coloration or 
temperature— indicators of impaired circula- 
tion. 
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m CentraJ Nervous System Checks— The 
following arc the five testing categories in a 
neurological assessment: 

Mental Status and Speech— Note the 
.patient!s-dress, grooming and personal habits, 
expressions, manner, mood, speech, and level of 
consciousness: 

# Cranial Nerves— Test the olfactory and 
optic nerves by having the patient identify 
smells, testing visual acuity and mobility of the 
eyes, assessing the hearing, and observing for 
facial weakness or tics. 

• Muscles— Test for muscle tone, coor- 
dination, involuntary movements, and atrophy. 

# Sensory System— Test for sensations us- 
ing pain, heat or cold, touch, and vibration. 

• Reflexes— Check deep tendon reflexes, 
superficial reflexes, and also check the 
pathological reflexes (i.e.g Brudzinski's sign and 
Kernig's sign). Reflexes are checked to localize 

* nervous system disorders. 

RADIOING FOR ADVICE 

After taking the history and performing the 
physical examination, make an assessment of the 
patient's ^condition related to all positive 
findings. Independent duty hospital corpsmen 
usually have the most modern communications 
facilities at their disposal and should never have 
to guess. If you are in doubt as to the diagnosis, 
seek advice. Ship's information such as latitude, 
longitude, destination, and the like will be pro- 
vided by the responsible section. N^j^ssage 
format is likewise available from the com- 
munications section. Where to seek help is an 
administrative problem since the location of 
ships with- medical officers aboard is not in the 
purview of the corpsman. However, you are 
responsible for the content of the message and 
should provide all essential information. Give 
the patient's full name, rate, SSN, age, mental 
state, and ship to which attached. List the prin- 
cipal complaint, nature and onset of symptoms, 
and also their duration. List the associated 
symptoms, and list personal and work habits 
that may have a bearing on the case. If injured, 
give the cause, location, amount of bleeding, 
deformity, and any other significant signs and 



symptoms. State the patient's vital signs and 
their trends, if any. List all other pertinent 
physical findings, results of tests, and any treat- 
ment started. 



TREATMENT 
ACUTE THORACIC EMERGENCIES 

For acute thoracic emergenices: 

• Establish and maintain an open airway. 

• Keep the patient well oxygenated and, if 
necessary, use artificial respiration and 
intermittent positive pressure oxygen. 

• Avoid using sedatives that depress the 
respiratory center. 

• Counteract sh6<^k and maintain an 
adequate level of circulating blood 
volume. 

DISEASES OF THE 
RESPIRATORY TRACT 

The following are some of the more com- 
monly encountered diseases of the respiratory 
tract. 

Upper Respiratory Infection (URI) 

In most cases, the signs and symptoms listed 
below indicate a severe URI and a need for 
medical assistance. 

• An elevated temperature of lOrF or 
mure that has persisted for 3 or mOre 
days. 

• A white or dirty gray exudate in the 
throat. 

• Diffuse reddening of the throat. 

• A persistent cough of 2 or more weeks. 

• Complicating symptoms that you should 
be alert for are skin rashes, stiff neck, 
muscular weakness, and swelling. 
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Pneuinococcfli Pneumonia 

ETIOLOGY.— This is an acute inflam- 
matory process in the alveolar spaces of the 
_ lung. Pneumococcus- accounts for approxi- 
mately 60% to 80% of ^all primary bacterial 
pneumonias. Because bacterial pneumonias are 
usually secondary to injury of the respiratory 
mucosa by viral infections such as influenza and 
the common cold, they often occur during 
periods of cold, inclement weather. 

SYMPTOMS.— There is a sudden onset of 
symptoms with rapid progression. The condition 
of the patient deteriorates rapidly. Temperatures 
I range from 100^ to 105^F, pulse rate may go 
as high as 160, and respiration is mark'^d by 
^^tachypnea (30 to 40 per minute). Respirations 
^^'^^are shallow and a peculiar ''grunt" may be 
heard upon expiration; the patient will often lie 
on the affected side in an effort to splint the 
chest. The patient experiences hard, shaking 
chills; sharp, stabbing chest pains that are exag- 
gerated by respiration; and a productive cough 
with ''rustv" colored sputum. Upon ausculta- 
tion, fine inspiratory rales may be heard, 
followed by the classic signs of consolidation 
(absent breath sounds and dullness). Sometimes 
the abdomen becomes distended and a pleural 
friction rub may be heard. 

TREATMENT.— General measures consist 
of complete bed rest and administering suffi- 
cient fluids to maintain a urinary output of at 
least 1500 ml daily. Penicillin G is the antibiotic 
of choice with usual doses of 600,000 units every 
12 hours IM. Tetracycline and erythromycin are 
alternatives when a patient is hypersensitive to 
penicillin. Ventilation and oxygenation are of a 
distinct value. The patient should be fed a liquid 
diet initially, and when improvement occurs, a 
normal diet as tolerated. 

Other Bacterial Pneumonias 

Other primary bacterial pneumonias are 
caused by single bacterial species other than 
pneumococtfus. To treat the pneumonia 
properly, the specific etiologic agent must be 
identified. Treatment is generally the same as for 
pneumococcal pneumonia except that a broad- 
spectrum antibiotic is used. 



Aspiration Pneumonia 

This is an especially severe pneumonia with a 
mortality rate. It is. caused, by aspiration-of 
the gastric contents and in'halatipn of 
hydrocarbons. Treatment is the same ^as for 
other pneumonias. Vigorous antibiotic therapy 
is essential. 

Primary Atypical Pneumonia 

This type of pneumonia is caused by a 
variety of viral and my|:oplasmal agents. The 
symptoms include a gradually increasing fever 
with a history of URI; a nonproductive cough; 
hoarseness; headache and malaise; and extreme 
fatigue. The treatment is similar to other 
pneumonias. 

Acute Bronchitis 

Acute bronchitis is an inflammation of the 
bronchial tree caused by infections and physical 
and chemical agents. Bronchitis may appear as a 
primary disorder or as a prominent finding in 
many pulmonary diseases. The symptoms in- 
clude dry, scratchy throat; hoarse, husky voice; 
fever; cough that produces mucopurulent 
sputum; and musical rhonchi and wheezing. 

TREATMENT.— General measures consist 
of bed rest, forcing fluids to prevent dehydra- 
tion, and discontinuing smoking. Using steam or 
mist inhalators is frequently beneficial in helping 
to relieve coughing. Severe coughing may be 
controlled with antitussives. Antihistamines 
should be administered to help relieve inflamma- 
tion. Headaches, sore throats, and fever may be 
treated with aspirin. In patients with impaiicd 
respiratory or cardiac function, or in patients 
debilitated by other diseases, antibiotic therapy 
should be used to prevent secondary infections. 
One of the complications is pneumonia. 

Chronic Bronchitis 

Chronic bronchitis is marked by a normally 
nonproductive cough of long duration. If the 
cough is productive, the sputum is usually very 
thick. There are usually no other symptoms of 
URI. 
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^TREATMENT.— As in the treatment for 
icute-br^nchitisi the patient with chronic bron- 
chitis s hould be adv ised jo.discp.mLMejmpJcing — 
and to avoid other sources of lung irritation such 
as fumes. If the patient's cough is nonproduc- 
tive, suppress it with antitussives. If it is 
productive, liquify it by adequate fluid intake, 
inflation, and expectorauis. Other treatment is 
as indicated for acute bronchitis. 

Asthma 

Asthma is a bronchial hypersensitivity 
disorder characterized by reversible airway 
obstruction. .': is produced by the combination^ 
of mucosal edema, hypertrophy of the bronchial 
musculature, and excessive secretion of mucus, 
which causes mucosal plugs. 

SYMPTOMS.— The patient experiences 
repeated attacks of wheezing, dyspnea, and 
' coughing with mucoid sputum produced. Noc- 
turnal' coughing and wheezing on exertion is 
common. The patient usually, has a history of 
frequent colds and displays nasal symptoms such 
as itching and congestion. 

TREATMENT.— The first step is to 
eliminate the source of any known allergies. 
Maintain adequate rest and reassure the patient 
to relieve his- or her apprehensions. Treat 
respiratory infections with antibiotics. Force 
fluids to prevent dehydration and help break up 
or liquify secretions. Epinephrine is the drug of 
choice, but may.be replaced by aminophylline if 
not effective. Epinephrine should be ad- 
ministered ^utiously in patients with angina or 
hypertension. Oxygen therapy is indicated in all 
cases of moderate to severe symptoms. Status 
asthmaticus is a continued, severe wheezing to a 
life-threatening point. The patient with this con- 
dition should be hospitalized immediately. In- 
terim therapy is treatment aimed at preventing 
further attacks. The offending allergens should 
be identified and emotional disturbances 
eliminated, if possible. Drugs of choice in the 
interim therapy of asthma are the adrenal cor- 
ticosteroids and corticotropin. Methylpred- 
nisone and IV hydrocortisone are the drugs 
normally used, A change in environmental con- 
ditions is indicated to prevent incapacitating or 
further complications. 



Fibrinous Pleurisy » 

' Xhis„aonditioiL.is„the.-result^ of^deposits of- 
^fibrinous exudate on the pleural surface. It is 
usually secondary to pulmonary disease. 

SYMPTOMS.—There is chest pain that is 
accentuated upon inspiration and minimal when 
the breath is hpld. The patient often lies on the 
Effected side and respirations are decreased in 
motion and may be marked with a **grunt." A 
{Pleural friction rub is often present. 

' TREATMENT.— The treatment of the 
__pleuritiC-paiii-is-the-only-measure-aimed at com- 
bating the fibrinous pleurisy. Other treatment is 
aimed at the underlying cause. Giving analgesics 
and strapping the chest to restrict movement is 
effective in treating th^ pain. 

Pulmonary Abscess 

This is a localized area of necrosis in the lung 
that may be putrid or nonputrid. Bronchial 
obstruction with subsequent infection distal to 
the block may be caused by aspirate 1 vomitus, 
blood, pus, or mucus. It may also follow 
penetrating wounds of the chest. Putrid 
abscesses are usually single and caused by 
anaerobic bacteria. The right lung, especially the 
lower lobes, is most frequently affected. Non- 
putrid abscesses are usually hematogenous in 
origin and are usually multiple. 

SYMPTOMS.— They include malaise, 
anorexia, cough, swf.ating, chills,.and fever. The 
cough is at first nonproductive and later yields a 
foul, fetid sputum that is suggestive of abscess. 

TREATMENT.— General measures consist 
of bed rest, postural drainage in the position of 
best drainage, .and broad-spectrum antibiotic 
therapy. The patient may require evacuation for 
surgical resection, which is the treatment of 
choice when the risk is reasonable. 

Spontaneous. Pneumothorax 

This condition results from air entering the 
pleural space. Causing a partial to complete 
collapse of the undei:."-ng lung. It sometimes 
follows exertion or violent coughing. 
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Occasionally a valvelike effect is produced with 
progressive air leakage upon inspiration and 
failure of air exit upon expiration (tension 
pneumothorax). 

SYMPTOMS.— Chest pain is referred to the 
shoulder and arm of the affected side. The pain 
is aggravated by inspiration and physical ac- 
tivity. Breath and voice sounds are diminished 
on the affected side; in large pneumothorax, 
there is a mediastinal shift to the opposite side. 
Percussion produces a hyperresonance. 

TREATMENT.— If the degree of lung 
collapse is small, air leakage slight, and little 
discomfort produced, the lung may^jeexpand 
spontaneously. If the degree of collapse is 
greater, the leakage of air more pronounced, 
and the patient's discomfort great, insert a 
large-bore, short bevel needle into the anterior 
portion of the affected area. Insert it just into 
the pleural space to avoid trauma to the underly- 
ing lung. After tension - is relieved, make a 
one-way valve from the finger of a rubber glove, 
slit at the end, and tied to the hub of the needle. 
As soon a possible, insert a Foley catheter Into 
the pleural space and attach to a water trap 
(underwater seal) or a suction pump. Provide 
suction until the lung has been reexpanded for 
24 hours. Treat severe pain with subcutaneous 
morphine. Treat for. shock. 

Traumatic Pneumothorax 

A sucking chest wound results from lung 
puncture or laceration and is a surgical 
emergency. The wound must be made airtight by 
any available means and surgically closed as 
soon as possible. 

Pulmonary Embolism 

This condition results from a clot lodging in 
a pulmonary artery. The major causes are 
chronic cardiac disease, phlebitic or thrombosed 
veins of the lower extremities, postoperative 
complication (second or third week usually), 
and traumatic fractures (fat embolism). 

% 

SYMPTOMS.— By far the most common 
complaint is sudden onset of dyspnea. Pleuritic 



pam is common in moderate to severe em- 
boMsms. Hemoptysis, rales, pallor, foul breath, 
increased.respirations, and shock may or may 
not result. In some cases of pulmonary em- 
bolism, a lung infarction with resulting abscess 
formation may occur. 

TREATMENT.— Oxygen therapy in high 
concentration (preferably 100%) is essential to 
overcome anoxia. Administer meperidine for 
pain, treat for ohock, and in moderate to severe 
cases, hospitalize as soon as possible. 

Decompression Sickness 

An acute illness in which nitrogen bubbles 
are forced into the bloodstream. It sometimes 
occurs in persons flying at high altitudes and 
following rapid reduction of air pressure in 
persons who have been breathing compressed air 
while d^ing. 

SYMPTOMS.— This illness is characterized 
by joint pains, neurological symptoms, loss of 
consciousness, and sudden onset. 

TREATMENT.— As soon as symptoms are 
reported, oxygen is given with the patient prone 
and the head slightly lowered. Refer immediately 
to the nearest recompression facility. 

Pulmonary Edema 

This is an acute medical emergency. It may 
be caused by drugs such as heroin, irritant gases, 
burns, or blast percussion causing injury to the 
alveolar-capillary membrane. However, it is 
usually the result of left ventricular failure or 
mitral stenosis. 

SYMPTOMS.— Onset may be abrupt" or 
insidious. Cough, asthmatic wheezing, dyspnea,; 
and orthopnea (inability to breathe except in an 
upright position) occur in the early stages. Later, 
marked anxiety; gasping for breath; pink, frothy 
sputum; terror; anguish; profuse sweating; 
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cyanosis; paroxysmal coughing; rales; thin, 
rapid pulse; and falling blood pressure occur, 

TREATMENT.— Place patient in an upright 
position to relieve orthopnea. Morphine has 
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long been the sovereign drug in the initial 
emergency treatment and many mild to 
moderate episodes have been relieved by 
morphine alone. Oxygen, intermittent positive 
■pressure breathing, rapid venesection (to reduce 
circulating blood volume) or rotating tourni- 
quets, and pulmonary drainage with 
maintenance of airway are used in severe pro- 
gressive forms. Rapid digitalization is indicated 
once heart failure has been established and after 
it has been determined that the patient has not 
been completely or over digitalized. Digitalis 
intoxication may cause acute pulmonary e^ema. 

DISEASES OF THE GASTROINTESTINAL 
(GI) TRACT 

The following are some of the more 
commonly encountered diseases of the GI tract. 

Diarrhea 

Diarrhea may be caused by a wide variety of 
intestinal disorders such as viral enteritis, 
salmonellosis, or amebiasis, or it may be 
psychogenic in origin. It may also be caused by 
metabolic diseases, dietary factors, or food 
allergies. 

TREATMENT.— Eliminate any specific 
causes. Place the patient on a liquid diet for the 
first 24 hours and then, if tolerated, a soft diet. 
Give antidiarrheal agents such as Kaopectate® 
or Lomotil®. 

Pyrosis 

Pyrosis (heartburn) is a burning substernal 
pain resulting from irritation of the distal 
esophagus. 

TREATMENT.— Treatment normally con- 
sists of antacids and a bland 'diet. Elevating the 
head of the bed, weight reduction, avoiding tight 
clothing, and other symptomatic treatment have 
proven beneficial. 

Constipation 

Constipation is the result 0/ lesions of the 
colon and rectum, hypometabolism, neurosis. 



improper fluid intake, and drug ingestion. Con- 
stipation should be considered only in patients 
who have been unable to move their bowels for 
several days or if the stools are very hard or dry. 

TREATMENT.— The objective of treatment 
is to reestablish regular evacuation of feces. The 
diet is of primary concern. The patient should be 
instructed to maintain an adequate intake of 
food. Many times an inadequate food intake 
alone is sufficient to cause constipation. Foods 
consumed should have a high fiber content such 
as bran, raw fruits, and vegetables. Encourage 
the patient to force fluids, exercise, and take 
mild laxatives. Laxatives should be administered 
only until constipation is improved. 

Nausea and Vomiting 

Nausea and vomiting may be attributed to a 
wide variety of causes and may reflect underly- 
ing GI or systemic disease. Severe complications 
such as aspiration or esophageal rupture may 
result. 

TREATMENT.— In treating simple acute 
nausea and vomiting, little or no treatment is re- 
quired. In more severe cases, force fluids to pre- 
vent dehydration and give antispasmodic drugs 
such as Compazine® to combat nausea. Treat 
the underlying cause. 

Psychologic GI Disorders 

Abdominal pain may have many names, 
such as indigestion or dyspepsia, and may 
involve all or a portion of the GI tract. It is fre- 
quently caused by improper diet or irregular 
meals as well as poor living and hygiene habits. 

SYMPTOMS.— The symptoms produced are 
varied. They include hyper irritability, altered 
motility, and secretion of the GI tract, foul 
breath, cramps, diarrhea, and flatulence. Often 
there is a history of nervousness and emotional 
upset. 

TREATMENT.— The patient should be 
instructed about personal and living habits and 
hygiene. Emphasize adequate and regular sleep, 
nourishing meals, and exercise. Treat symp- 
tomatically. 



2-9 



ERiC 



2 



HOSPITAL CORPSMAN 1 & C 



Upper GI Hemorrhage 

This is rather a common medical emergency. 
% It results from such conditions as peptic ulcer 
perforation, gastritis, and esophageal varices. 

SYMPTOMS.~The patient may complain 
of weakness, fainting, or melena* Hematemesis 
is common. Shock may or may not be present. 
Loss of large amounts of blood volume 
produces hypovolemic shock. 

TREj^TMENT,— General measures include 
absolute bed rest, recording intake and output, 
nasogastric suction, ice water or-i5e and antacid 
lavages, monitoring vital signs at least once per 
hour, replacing blood volume, and treating for 
shocks Keep the patient NPO for the first 24 
hours^ If the bleeding has subsided, start a liquid 
diet. Mild sedation may be indicated. For cases 
involving ulceration, antacid'therapy should be 
begun as soon as bleeding and vomiting ceases. 
Hospitalize as soon as possible. 

Hiatal Hernia 

A hiatal hernia is caused by a portion of the 
stomach passing through the hiatus. 

SYMPTOMS.— It is characterized by severe 
heartburn, burning and pain behind the 
sternum, and sensations of pressure. The pain 
may radiate down the arms or into the neck and 
jaw. Nocturnal regurgitation and dyspnea are 
common. Lying down tends to aggravate the 
symptoms, while sitting or standing relieves 
thenu 

TREATMENT.— They include weight 
reduction, antacids, and surgical correction of 
large hernias. Advise the patient to avoid tight 
or constricting clothing, especially belts or 
corsets. Further advise the patient to avoid lying 
down immediately after meals and to sleep with 
the head of the bed elevated. 

Peptic Ulcer 

This is an acute or chronic ulceration of the 
mucous membrane in the digestive tract that is 
accessible to gastric secretions. The oversecre- 
tion of gastric acids is an important factor in 



peptic ulcer formation. Psychic disturbances 
such as emotional tension are predisposing 
factors. Peptic ulcers are normally found in the 
first portion of the duodenum or on the lesser 
curvature of the stomach. 

SYMPTOMS.— The patient may present a 
history of pain, heartburn, and abdominal 
distension. Nausea, vomiting, excess salivation, 
weight loss, and anorexia are common. The pain 
pattern is usually stable and is often relieved by 
food. Research indicates that food, no matter 
what type, even though it may relieve the pain, 
tends to aggravate the condition by causing 
gastric acid secretion, 

TREATMENT.— Mental and physical rest is 
a basic requirement of ulcer treatment. The old 
regimen of frequent feedings of bland foods and 
milk is no longer an accepted practice. High 
dose antacid therapy is essential. Cimetidine, 
primarily in duodenal ulcers, blocks the secre- 
tion of gastric acids. Cimetidine is indicated 
during the acute stages of active ulcer disease but 
is not prescribed for long-term therapy. Diet 
should be as tolerated by the patient. The only 
real restrictions are coffee, tea, cola, chocolate, 
alcohol, and aspirin. The patient should be ad- 
vised to avoid foods that tend to aggravate the 
condition. Complications to be alert for are GI 
bleeding or perforation. Either is cause for im- 
mediate hospitalization . 

Acute Simple Gastritis 

This is the most common of all stomach 
disturbances. It is an acute inflammation and 
erosion of the stomach mucosa. Chemical ir- 
ritants, bacterial and viral infections, and 
sometimes allergies are causes. The onset is 
sometimes sudden and violent. 

SYMPTOMS.— Malaise, anorexia, sensa- 
tions of fullness and pressure in the epigastrium, 
diarrhea, colicky pain, and cramping are 
common. There may be fever, chills, headache, 
nausea, and vomiting. 

TREATMENT.— Remove the offending 
agent if ch jmical or allergic in origin, and treat 
th^ specific bacterial or viral cause. Keep the 
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patient NPO until the acute symptoms have 
subsided. Compazine® may be indicated for 
nausea and vomiting. Diet should be clear liquid 
initially and progressive as tolerated. Antacids 
may help relieve pain. Be alert for hematemesis, 
which may require hospitalization. 



Regional Enteritis 



This is a chronic inflammatory disease of the 
small intestine that is normally seen in young 
adults. The etiology is unknown. 

SYMPTOMS.— Steady or colicky pain in the 
right lower quadrant (RLQ) of the abdomen or 
periumbilical area is common. There may be 
diarrhea with intervening periods of constipa- 
tion or normal bowel function as well as fever, 
malaise, and anorexia. 

TREATMENT.— G./e a high caloric and 
high vitamin diet. Exclude all roughage, and 
during acute symptoms, exclude all milk prod- 
ucts. Treat other symptoms symptomatically. 

Appendicitis 

Usually there is obstruction of the appen- 
diceal lumen (usually by feces), followed by 
infection, edema, and frequently infarction of 
the appendiceal wall. 

SYMPTOMS.— Epigastric or periumbilical 
pain that shifts to and localizes in the RLQ 
within 2 to 12 houry, with some early vomiting, 
is common. The pain is aggravated by coughing 
or movement. Jbocalized abdominal findings are 
absent at the onset. Rebound tenderness and 
muscle rigidity and guarding are present and 
rectal tenderness is common. Temperature is 
slightly elevated and the WBC is elevated (10,000 
to 12,000). Peristalsis may be diminished or 
absent. 

TREATMENT.— The vermiform appendix 
must be removed by a surgeon. Until the {iatient 
is transferred for this purpose, place him or her 
on bed rest in the semi-Fowler's position, keep 
NPO, and place an ice pack on the abdomen. 
The primary complication to be alert for is per- 
foration. The symptoms of perforation are a 
sudden increase in pain followed by temporary 



cessation, tenderness, generalized abdommal 
rigidity, WBC rise, and a rapidly rising fever. If 
transfer and surgery are delayed for any reason, 
IV therapy and nasogastric suction are 
indicated. The patient should be placed on a 
broad-spectrum antibiotic. 

Inguinal Hernia 

Inguinal hernias may be either congenital or 
acquired. It is a protrusion of a poriion of the 
bowel through the external inguinal ring into the 
scrotal sac. 

SYMPTOMS.— The complaint of a heavy, 
dragging sensation in the groin, especially with 
heavy exercise, straining, or coughing, is 
common. There is localized tenderness and the 
peritioneal sac may be palpable and visible. The 
mass may disappear when the patient is recum- 
bent. Digital examination may show a large 
external inguinal "ring. If the hernia becomes in- 
carcerated (intestinal loop is pinched in the 
opening of the inguinal ring and the intestinal 
flow is obstructed), the patient will suffer pain, 
nausea, and vomiting. Strangulation (the in- 
testinal loop becomes twisted or severely 
pinched and the blood supply is cut ofO results 
in perforation and peritonitis. 

TREATMENT.— For a reducible hernia, 
these measures include bed rest, 
Trendelenburg's position, and moist hpt. For 
incarcerated and strangulated hernias, do not 
exert any pressure on the mass at any time. 
Opiates may be administered fOi pain. If per- 
foration and peritonitis have resulted, 
administer IV and antibiotic therapy. Medically 
evacuate the patient as soon as possible for 
surgical care. 

Nonspecific uferative Colitis 

This is an inflammatory disease of the colon 
of unknown etiology characterized by bloody 
diarrhea and prostration. Patient may 
experience 30 to 40 bowel movements per day. 
Abdominal cramping, anorexia, malaise, and 
fever are common. 

TREATMENT.— General measures consist 
of bed rest, nutritious diet with no dairy prod- 
ucts, mild sedation, and steroids. 
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Hemorrhoids 

* 

They are varices of the three hemorrhoid 
veins. Hemorrhoids are usually mild and lemit- 
tent. The patient complains of pruritus, incon- 
tinence, recurrent protrusion, rectal bleeding, 
and sensation of discomfort and pain. 

TREATNiENT. — It consists of low 
roughage diet, regular bov/el habits, sitz baths, 
suppositories, and surgical treatment if 
necessary. 

Hepatitis 

This condition is the result of an inflamma- 
tion of the liver. There are two types of viral 
hepatitis: hepatitis A (infectious) and hepatitis B 
(serum). A third type of hepatitis is alcoholic 
hepatitis, which is induced only by alcoholic in- 
gestion. Hepatitis A is usually transmitted by the 
fecal-oral route and occurs sporadically or in 
epidemics. Hepatitis B is transmitted by inocula- 
tions of infected blood in most cases but may be 
transmitted by the common use of razors, 
toothbrushes, and drug paraphernalia. 

SYMPTOMS.— They include general 
malaise, myalgia, symptoms of URI, anorexia, 
distaste for smoking, nausea and vomiting, 
fever, dark urin^, and enlarged tender liver. 
Jaundice may or may not be present. 

TREATMENT.— Strict isolation is not 
necessary, but careful hand washing techniques 
are essential. Bed rest should be at the patient's 
option during the acute initial phase of the 
symptoms but is unwarranted thereafter. A 
gradual return to normal activity and a high pro- 
tein diet is indicated. 

Cholecystitis 

This condition is an acute inflammation of 
the gallbladder, usually associated with 
gallstones (cholelithiasis). It occurs when 
calculus becomes impacted in the cystic duct and 
inflammation develops behind the obstruction. 

SYMPTOMS.— Attacks are often 
precipitated by a large fatty meal. The 



appearance is sudden and pain may vary from 
minimal to severe. Pain is localized in the 
epigastrium or right hypochondrium but may be 
referred to the midscapular or intrascapular 
regions. The right upper quandrant is tender 
with muscle guarding and rebound tenderness. 
The gallbladder is palpable and jaundice may be 
present due to blockage of the common bile 
duct. There is usually some nausea, vomiting, 
and fever. 

TREATMENT.— Treat with analgesics, IV 
therapy, and antibiotics as necessary. Diet 
should be as tolerated. With the above conser- 
vative regime, mild acute attacks will usually 
subside; however, reoccurrences are common 
and cholecystectomy may be necessary. Com- 
plications include perforation, peritonitis, and 
abscess. NOTE: Cholelithiasis requires surgery 
and is more common in women. 

Pancreatitis 

It is a severe abdominal disease for which 
causes have not been completely determined. 
About 40% of the cases are alcoholics; 40% 
have associated biliary tract disease, usually with 
gallstones; and the remaining 20% have a variety 
of causes. 

SYMPTOMS,— Onset is sudden with steady, 
severe pain located in the epigastrium that may 
radiate from side to side in the lower back. The 
pain often worsens when the patient is in a 
supine position and is relieved by sitting and 
leaning forward. Ij4ausea and vomiting as well as 
constipaton are common. Bowel sounds may be 
diminished, and the abdomen is usually 
distended. The upper abdomen is tender with 
muscle guarding and rebound tenderness. Fever, 
tachycardia, shock, pallor, profuse sweating 
with cool, clammy skin, and jaundice are 
common. 

TREATMENT.— Give the patient nothing 
by mouth. Place on complete bed rest. 
Meperidine may be administered for pain. DO 
NOT give morphine. Place the patient on fluid 
and ant'^'Otic therapy, and provide nasogastric 
suction. 
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DISEASES OF THE GENITOURINARY 
(GU) TRACT 

The following are some of the more 
commonly encountered diseases of the GU tract. 

Pyelonephritis 

This acute, diffuse, often bilateral, pyogenic 
infection of the kidneys normally occurs via the 
ascending route but may result from 
hematogenous spread during bacteremia. It is 
sometimes precipitated by tumors or obstruc- 
tion. Diabetes increase the likelihood of infec- 
tion. Mixed infections are common after 
intrumentation or from fecal flora obtained 
from the skin of the peritoneum. 

SYMPTOMS.— The symptoms may at times 
be absent or obscured by associated disease. The 
patient usually experiences chills, fever, flank 
pain, nausea, and vomiting. The patient may 
complain of urgency and frequency of urina- 
tion, and the urine may contain pus or blood. 
Sometimes there is abdominal rigidity, or in the 
absence of rigidity, a tender enlarged kidney 
may be palpated. Costovertebral, tenderness on 
the affected side is common. 

TREATMENT.— Perform C&S and routine 
urinalysis. Before the specific pathogen is iden- 
tified, start broad.-spectrum antibiotic therapy. 
When the specific organism is identified, treat 
with appropriate drug. Force fluids to maintain 
urinary output of 2 to 3 liters per day. Treat 
symptomatically for pain. 

> 

. Cystitis 

This, is a bladder infection resulting from 
pathogens entering the bladder via the ureter. 
Infection may, result from trauma, I'tones, or in- 
adequate emptying of the bladder. 

SYMPTOMS.— Gross hematuria, frequency 
and urgency/of urination, and in most cases, 
dysuria are common. A C&S often shows £. coU 
as tlie offending agent. 

TREATMENT.— Perform routine urinalysis 
and C&S. Treat systemically-with antibiotics. 



Prostatitis 

Prostatitis is an infection of the prostate 
gland. Bacteria often^ reach the gland via the 
bloodstream or the urethra. It is commonly 
associated with urethritis or active infection of 
the lower GU tract. 

SYMPTOMS.— They include perineal pain, 
urethral discharge (copious amounts produced 
by palpation), fever, dysuria, and urgency and 
frequency of urination. Palpation of the . pro- 
state shows the gland to be enlarged, tender, and 
boggy. Chronic prostatitis may serve as a source 
of recurrent lower GU tract infection. 

TREATMENT.— Acute prostatitis should 
be treated with sulfas, tetracycline, 
erythromycin, or ampicillin until C&S indicates 
the antibiotic of choice. Do not massage the pro- 
state. Chronic prostatitis should be treated with 
long-term antimicrobial therapy. Follow up with 
weekly prostate massage to promote drainage. 

Epididymitis 

This inflammation of the epdidymis is caused 
by severe straining, catheterization, prostatitis, 
or instrumentation. 

SYMPTOMS.— The disease is characterized 
by severe pain in the scrotum and rapid 
unilateral enlargement of the scrotum, with a 
marked tenderness over the spermatic cord that 
is relieved by lifting the testes. Pyuria, 
bacteriuria, and leukocytosis are usually present. 

TREATMENT.— Essential treatment is sup- 
porting the scrotum with a scrotal bridge or 
pillow, sitz baths, fest, sedation, antibiotics, 
analgesics, and sometimes, infiltration of the 
spermatic cord with procaine hydrochloride. 

Renal Calculi 

Renal calculi are concentrations of mineral 
salts^and crystals cqmmoply called stones. Many 
theories and factors^ have been advanced as 
causes of calculi* .Among these are excessive 
intake of milk (calcium), previous infection, 
sulfonamide therapy, metabolic disease, 
dehydration, or exposure to intensely hot 
climates. Also chronic pyclbnephritis often 
predisposes to calculi. 
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SYMPTOMS.— Excruciating intermi|tent 
pain that originates in the flank or kidney area 
and radiates across the abdomen and along the 
course of the ureters is common. Frequently the 
pain radiates into the genitalia and along the 
inner aspects of the thighs. Chills, fever, and fre- 
quency and urgency of urination, despite pain, 
are common. Hematuria is usually present. 
Vomiting, diaphoresis, and shock may occur. 
Screening the urirfe may produce crystalline 
substances. Anuria indicates renal failure and 
leads to uremia. 

TREATMENT.— Many solitary calculi, 
unaccompanied by obstruction or infection, 
require no specific therapy. Force fluids and 
restrict the intake of calcium. Antibiotics and 
Demerol® or morphine are indicated. Do not 
give antispasmodics. Bed rest and supportive 
treatment are indicated. Stones that are obstruc- 
tive must be surgically removed. Hospitalize as 
soon as possible. 

Uremia 

Uremia is a toxic condition produced by 
renal failure and retention of waste products in 
the circulatory system. 
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SYMPTOMS.— There is a sudden onset of 
intense pain, and the pain is aggravated by 
elevating the scrotum. This is the essential 
diagnostic difference between testicular torsion 
and epididymitis. The twisted testicle is normally 
higher and closer to the external ring. The pa- 
tient demonstrates nausea, vomiting, pallor, and 
syncope. The color of the scrotum on the 
affected side is pink and swelling is rapid. 

TREATMENT.— This is an emergency! 
Immediate surgical correction is essential to 
avoid gangrene due to vascular occlusion. Ad- 
minister meperidine or morphine for intense 
pain. 

Genitourinary Trauma 

This condition is normally caused by 
penetrating and perforating wounds, blunt 
crushing injuries, surgery, or irradiation. The 
kidney is most often injured by blunt external 
force to the flank or abdomen. Rupture of the 
bladder occurs when the bladder is over 
distended and external force is applied. Injuries 
to the urethra are caused by pelvic fractures. 
Crushing or avulsion is the main cause of injury 
to the genitalia. 



SYMPTOMS.— At first, weakness, 
anorexia, nausea and vomiting, headache, ver- 
tigo, and dimness of vision may occur. Later 
there is extreme restlessness, insomnia, twitch- 
ing, urinous odor to the breath, perspiration, 
waxy pallor, edema, coma, and convulsion. 

TREATMENT.— Fluid replacement to equal 
the amount of urinary output plus the amount 
of iiisensible fluid loss should be effected. 
Specific therapy is aimed at treating the underly- 
ing cause such as congestive heart failure, infec- 
tion, or obstruction. Hospitalize immediately. 

Testicular Torsion 

This condition is the result of twisting the 
testes. It may occur spontaneously as the result 
of emotional stress or as the result of strenous 
activity or exercise. 



TREATMENT,— In all cases of serious GU 
trauma, the patient should be hospitalized as 
soon as possible, since in most cases, surgical 
correction will normally be required. In all in- 
juries, gangrene and tetanus are serious 
possibilities. In case of avulsions, retain the 
avulsed tissue and refrigerate it immediately. 
Treat for shock, give analgesics, and force 
fluids. 

DISEASES OF THE CIRCULATORY 
SYSTEM 

Rheumatic Fever 

This acute, infectious, noncontagious 
systemic disease is most commonly found in 
children and young adults. It is most often a 
result of hemolytic streptococcal infection and is 
the most common precursor to heart disease in 
people under 50. Repeated attacks lead to 
chronic rheumatic heart disease that may cause 
mitral or aortic stenosis or insufficiency. 
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SYMPTOMS.— Normally there is a history 
of URI within the last 3 weeks. Fever, tachy- 
cardia, rapid respirations, joint pain, and swell- 
ing are common. The sedimentation rate is 
markedly increased and the patient may suffer 
frequent epistaxis. There may be precordial or 
abdominal pain, malaise, anorexia, chorea (in- 
voluntary "louscle tics or jerking), and 
diaphoresis. 

TREATMENT.— General measures consist 
of bed rest, aspirin, high caloric soft diet, and 
support and protection for the affected joints. 
Use penicillin to combat existing infections. 
Order bed rest until the acute stages of the 
disease have passed. Return to fu\} activity may 
take months. 

Angina Pectoris 

It is a characteristic, usually substernal, 
thoracic pain caused by a mild coronary insuffi- 
ciency (normally arteriosclerotic heart disease) 
and is precipitated by exertion. Attacks are fre- 
quently experienced when mounting inclines or 
stairways. Angina always occurs during exertion 
and subsides promptly if the patient stands or 
sits quietly. The patient will usually prefer to 
stand or sit rather than to lie down. » 

SYMPTOMS.— Chest pain is the chief com- 
plaint. Usually it is located behind or slightly to 
the left of the sternum and frequently radiates to 
the left shoulder and arm. Occasionally the pain 
may be located at the base of the neck, lower 
jaw, axilla, or epigastrium. Rarely is it referred 
to the right side of the body. The pain is usually 
described squeezing, crushing, or viselike as 
opposed to sharp or stabbing. The intensity 
varies from mild to severe and may be in- 
capacitating. Episodes normally last from 1 to 3 ' 
minutes. The patient may experience palpation, 
faintness, sweating, dyspnea, and digestive 
disturbances. 

TREATMENT.— Rest! Nitroglycerine is the 
drug of choice. Amyl nitrite is sometimes used. 

Atherosclerosis (Hardening of the Arteries) 

This is the most serious form of 
arteriosclerosis because of its tendency to affect 
coronary, cerebral, and peripheral arteries. 



TREATMENT.— Because of its insidious 
nature; the best treatment is prevention. 
Techniques of prevention and managepient in- 
clude treating the underlying cause, weight 
reduction, exercise, discontinuance of smoking 
habits, and reducing the fat and cholesterol in- 
take. 

Myocardial Infarction (MI) 

Damage to a portion of the heart muscle is 
caused by myocardial ischemia. It is most often 
caused by blockage of one or more of the 
branches of the coronary arteries. 

SYMPTOMS.— This disease may be pre- 
ceded by a history of angina, and the symptoms 
may begin at any time. The major complaint is 
severe squeezing or crushing substernal pain. 
The location of the pain is similar to angina but 
is markedly more persistent. It does not subside 
with rest. Dyspnea, severe anxiety, and shock 
are common. 

TREATMENT.— The primary objective of 
treatment is to minimize heart damage and sus- 
tain life. If the MI causes cardiac/pulmonary ar- 
rest, CPR is of primary importance. The patient 
should be' administered Demerol or morphine 
for pain and to help relieve apprehension. 
Oxygen therapy is essential and sedation is ap- 
propriate. In all cases, transfer the patient to the 
cardiac care unit (CCU) as soon as possible. 

Congestive Heart Failure 

This condition is due' to the failure of the 
heart to maintain an adequate flow of blood to 
the tissues. The pulmonary or systemic circula- 
tion becomes congested, often resulting in left 
ventricular failure. 

SYMPTOMS.— The patient's chief com- 
plaint is dyspnea and often a gradual loss of 
energy. The ankles are often swollen and 
markedly edematous. The blood pressure may 
or may not be increased. 

TREATMENT.— General measures consist 
of absolute bed rest and sedatives or analgesics 
as necessary. The patient should avoid stress and 
should reduce sodium intake: Weight 
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reduction is indicated in overweight individuals. 
Start oxygen therapy and request further treat- 
ment orders from a physician. Transfer the pa- 
tient for hospitalization as soon as possible. 

' Hypertension 

It is blood pressure elevations above the 
normal range that are caused by abnormal 
resistance of the arterioles to the flow of blood. 

SYMPTOMS. — High blood pressure 
readings, headaches, vertigo, fatigue, and 
weakness are common. The patient may exhibit 
insomnia, nervousness, palpation, epistaxis, and 
tachycardia. 

TREATMENT.— It consists of rest, both 
mental and physical, a low sodium diet, and 
weight reduction. Refer the patient for evalua- 
tion and definitive treatment. 

Thrombophlebitis 

It is characterized by partial or complete 
obstruction of the vein with resulting inflamma* 
tion of the venous walls. It is most frequently 
found in the deep veins of the lower extremities. 
Thrombophlebitis^ occurs spontaneously in 
pregnancy or in the postpartum period. It also 
occurs between the 4th- and 14th-postoperative 
day and as a result of trauma or IV therapy. 

SYMPTOMS.— The primary symptoms are 
pain and swelling in the involved extremity. The 
superficial veins may become dilated and the af- 
fected extremity is usually warmer at the site 
than the remainder of the skin. The pedal pulse 
is diminished in most cases and the patient may 
complain of a sensation of heaviness in the af- 
fected limb. Calves are painful upon dorsi- 
flexion of the foot, and there is usually plantar 
tenderness. 

TREATMENT.— General measures consist 
of moist heat wraps applied to the affected site, 
strict bed rest with elevation of the affected 
limb, and Butazolidin^. Anticoagulant therapy 
is sometimes unnecessary with superficial throm- 
bophlebitis but is considered definitive in cases 
involving the deep veins. Elastic bandages are 



applied to the limb to lend support to the veins. 
Complications to be alert for are pulmonary em- 
bolisms, and in rare circumstances, emboli in 
other vital organs. 

Varicose Veins 

Varicose veins are abnormally lengthened, 
dilated, sacculated, superficial vessels normally 
found in the lower extremities. These may be 
asymptomatic. They are caused by in- 
competence of venous valves, increased disten- 
sibility, and in some cases may be an inherited 
trait. Contributing factors are prolonged 
standing, pregnancy, obesity, and aging. 

SYMPTOMS.— They include muscle 
cramps, tired muscles, and calf muscle soreness. 
The ankles tend to swell, with spontaneous 
remission of swelling overnight. An itchy, seal- 
in<^ dermatitis in the region of the affected vein is 
common. Veins are abnormally visible and 
palpable, and ulceration may occur. 

TREATMENT.— Elastic stockings, and 
support and elevation of the extremity are 
definitive. The patient should be instructed to 
avoid prolonged standing. Surgical correction is 
oftdn necessary in severe cases. 

Septicemia 

Septicemia is the presence of bacteria in the 
circulating blood and is frequently caused by 
surgery, IV therapy, or indwelling catheters. 

SYMPTOMS.— Fever, chills, skin eruptions, 
and shock are common. 

TREATMENT.— Evacuate the patient to a 
medical facility immediately. 

Hodgkins's Disease 

The cause of this disease remains unknown. 
It is a chronic, progressive, and often fatal 
disease manifested by progressive enlargement 
of the lymph no^es, spleen, liverf lungs, and fre- 
quently other or^ns and tissues. 
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SYMPTOMS.— Normally the initial stages 
are marked by painless enlargement of the 
superficial lymph nodes as well as persistent 
pruritus, fever, and diaphoresis. 

TREATMENT.— Evacuate the patient to a 
medical. facility for evaluation. 

Lymphadenitis and Lymphangitis 

Lymphadenitis is the inflammation of a 
lymph node* Lymphangitis is the inflammation 
of a lymph vessel. The cause is bacterial infec- 
tion arising from the site of an infected wound 
or an area of cellulitis. 

SYMPTOMS.— Throbbing pain, malaisef 
anorexia, sweating, chills, and fever are 
common. There may be a red streak running 
from the wound site toward the lymph nodes. 

TREATMENT.— General measures consist 
of rest and immobilization of the affected part. 
Moist heat and systemic antibiotic therapy are 
indicated. I&D may be necessitated by an 
abscessed node. 

Anemia 

\ 

This is a condition in which red blood cells 
are deficient in volume in the circulating blood 
or in total hemoglobin content per unit of blood. 
It may be caused by excessive blood loss, defi- 
cient RBC production, RBC destruction, or iron 
deficiency. 

SYMPTOMS.— They include fatigue, 
' dyspnea, palpation, waxy pallor, low 
hemoglobin, angina, and tachycardia. 

TREATMENT.— Rest, whole blood, sup- 
plemental iron, and replacement of dietary defi- 
ciencies are the recommended treatment 
measures. 

Leukemia 

It is a disorder of the blood forming tissue 
that is characterized by proliferation of 
abnormal white blood cf^lls. 



SYMPTOMS.— Malaise, anorexia, fever, 
arthralgia, lymph node swelling, sternal 
tenderness, and excessive bleeding are common. 

TREATMENT.— Evacuate the patient to a 
medical facility. 

PROBLEMS OF THE MUSCU- 
LOSKELETAL SYSTEM 

Fractures, dislocations, sprains, and strains 
are by far the most common ailments of the 
musculoskeletal system. As these are covered in 
the HM 3 &2 Rate Training Manual, they will 
not be addressed here. However, common in- 
flammantory conditions are often presented at 
sick call: the following are some of the more 
commonly encountered. 

Costochondritis (Tietze's Syndrome) 

This is an inflammatory condition of the 
costal cartilages of unknown cause. 

SYMPTOMS.— It is characterized by pain, 
tenderness, and sometimes swelling of one or 
more of the costal cartilages: The^ain is accen- 
tuated by breathing, coughing, and movement. 
It may be mistaken for cardiovascular disease by 
the patient. Palpation may localize the pain to 
the point of inflammation. 

TREATMENT.— Administer analgesics for 
pain. In more severe -episodes,, it may be 
necessary to inject the site of inflammation with 
a mixture of lidocaine and steroids. This condi- 
tion is often persistent and may last for weeks. 

Bursitis x 

This is an acute or chronic inflammation of a 
bursa that may be the result of trauma, gout, in- 
fection, or rheumatoid arthritis. 

SYMPTOMS.— Pain, swelling, and limita- 
tion of movement in the area involving the 
affected bursa are common. There may be 
^effusion into the bursal sac. 

TREATMENT.— General measures consist 
of complete rest of the affected area until there 



2-17 



HOSPITAL CORPSMAN 1 & C 



is relief of acute symptoms. Administer 
analgesics and encourage active movement as 
soon as the pain subsides. Heat and massaging 
may help. Hydrocortisone injections provide 
relief in most cases not caused by a specific in- 
fection. 

Tendinitis/Tenosynovitis 

Tendinitis is the inflammation of the flexor 
tendons or tendon-muscle attachments; 
tenosynovitis is an inflammation of the synovial 
sheath surrounding the .tendon. Either condition 
may be the result of trauma, and it is manifested 
by pain and swelling in the inflamed area. 

TREATMENT.— Immobilize the area and 
apply moist heat. Administer analgesics for 
pain. Anti-inflammatory drugs are indicated. 
Chronic cases should be referred for more 
definitive therapy. 

Arthritis 

This is an inflammatory process of the joints 
that can be broken down into the following 
categories. These specific types are the most 
coii>n\only encountered. 

0 Rheumatoid— A progressive and 
debilitating inflammation t)f one or more joints 
(usually multiple) that affects women more 
often than men. The onset may be abrupt or 
gradual, and although more commonly found in 
the proximal interphalangeal joints, it may occur 
in any joint. The primary symptoms are pain 
and swelling in affected joints with stiffness 
upon arising from sleep. Afternoon fatigue and 
thickening of the synovial sheath are common, 
and there may or may not be some deformity. 

m Rheumatic— A self-limiting inflamma- 
tion of the large hinge joints (usually singular) 
that is most often preceded by a history of strep- 
tococcal hifection. 

• Degenerative— Osteoarthritis results 
from the destruction of the hyaline cartilage. 
The specific cause is unknown; however, 
trauma, obesity, and age are predisposing 



factors. Degenerative arthritis most often occurs 
at middle age and older and is more common in 
women than men. The spine and stress joiHts are 
most often affected. Muscle spasms, pain, swell- 
ing, and deformity are associated symptoms. 

TREATMENT.— The treatment consists of 
rest (complete bed rest in severe episodes), 
proper diet, analgesics, and anti-inflammatory 
drugs. Aspirin, for those who can tolerate it, is 
the drug of choice since it possesses_.both. 
analgesic and anti-inflammatory properties and 
is relatively safe. Moist heat, reduction of weight 
(specifically in degenerative arthritis when 
weight bearing joints are affected), and cor- 
ticosteroid injections may be indicated. 
Evacuate the patient for evaluation. 

Gouty Arthritis 

This is a form of arthritis primarily affecting 
the great toe, ankles, and thumbs. It is caused by 
collections of urate crystals in the tissues and 
may be chronic. 

SYMPTOMS.— Deformities, redness, pain, 
and swelling of tissues around the joints are 
common. Often this disease resembles cellulitis. 

TREATMENT.— Indocin® is indicated for 
acute attacks. Corticosteroids are contrain- 
dicated. Recurrent attacks may be prevented by 
using Zyloprim^. Moist heat and analgesics are 
indicated for symptomatic treatment. 

Gonococcal Arthritis 

This acute arthritis results from systemic in- 
fection with gonococcus. It usually occurs in the 
large hing joints. 

SYMPTOMS.— Redness, swelling, severe 
pain, fever, and limitation of and markedly in- 
creased pain upon movement are common. 

TREATMENT.— Treatment is aimed at 
preventing destruction of the affected joints. 
This destruction occurs in a relatively short 
period. Penicillin or other antibiotic therapy is 
definitive. Other treatment is symptomatic. 
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In all^ cases of severe or chronic arthritis, 
refer the patient to a rheumatologist for further 
evaluation. 

DISORDERS OF THE EAR, NOSE, 
AND THROAT 

The following are some of the more common 
disorders of the ear, nose, and throat that you 
will encounter when conducting sick call. 



Conditions of the Ear 
Hearing Loss 

Loss of hearing may result from trauma, 
tumors, infections, impacted cerumen, excessive 
noise, or as a result of a degenerative nerve 
process. 

SYMPTOMS.— Tinnitus, decreased hearing 
ability, and in some cases, pain are common. 

TREATMENT.— If the loss is the result of 
excessive noise, a change of working or living en- 
vironment is indicated. Sound suppressors and 
hearing protection devices should be employed. 
If the loss is due to an underlying cause such as 
impacted cerumen or infection, treat the cause. 

Perforated Tympanic Membrane 

Although this condition may occur spon- 
taneously, it IS normally a result of trauma. 

SYMPTOMS.— There may be pain, 
discharge, hearing loss, and a blowing sensation 
in the ear. 

TREATMENT.— If the perforation is small, 
no treatment is necessary. Unless the perforation 
is due.to infection, do not instill medications in 
the ear. A light cotton pledget may be used to 
prevent dirt or water from entering the ear. For 
more serious perforations, refer the patient for 
treatment. 

Acute External Otitis (Swimmer^s Ear) 

This is an acute infection in the ear canal, 
which sometimes involves the auricle and often 
occurs after swimming. 



SYMPTOMS.— There is usually severe pain 
and enlarged lymph nodes, and there may be a 
discharge. Fever is normally present. 

TREATMENT.— Place a wick in the ear 
canal for 48 hours. The wick should, be 
moistened with aluminum acetate solution every 
3 hours. Following this, instill topical antibiotics 
and steroids. Treat other symptoms symp- 
tomatically. 



Aural Funinculosis 

This condition is the result of a furuncle in- 
volving the auricle and external ear canal. 

SYMPTOMS.— Impaired hearing, feelings 
of fullness in the ear, swelling, pain, fever, 
redness, and lymphadenopathy are common. 

TREATMENT.— Furuncles on the auricle 
should be treated in the same manner as 
furuncles elsewhere on the l^ody (see Cbmmon 
Dermatological Conditions in this chapter). 
When the furuncle is in the external canal, insert 
a wick moistened with aluminum acetate solu- 
tion into the ear canal. Application of heat 
packs may help to bring the infection to a point. 
I&D after fluctuation. Administer systemic an- 
tibiotics. 

Otomycosis 

This is a fungous infection pf the external ear 
resulting from poor hygiene, swimming, and 
favored by warm, moist climates. 

. SYMPTOMS.— These include itching, pain, 
a possible discharge, a stinging sensation, and 
the appearance of **salt and pepper" particles 
(i.e., dirty gtay or black exudate resulting from 
prolonged scratching). 

TREATMENT.— Remove debris with a 
solution of .acetic acid and aluminum acetate. 
Dry the ear with alcohol, and perform a smear 
to identify specific fungus. Treat with the ap- 
propriate topical antifungal agent. 
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Acute Otitis Media 

This is an infection of the middle ear that is 
usually the result of bacterial origin. It normally 
follows URI and is more common in children. 

SYMPTOMS.— It is characterized by pain, 
deafness, fever, chills, and sensations of fullness 
or pressure. The tympanic membrane is red 
^and«bulging-and-4^pture-is-commonr Visualiza- 
tion of normal landmarks is impeded and often 
impossible due to swelling. Hearing tests show a 
conductive loss. 

TREATMENT.— Administer decongestants 
to help promote drainage. Bed rest and 
analrjesics are indicated. Start systemic antibiotic 
therapy and maintain it until the eardrum 
appears normal and other symptoms subside. 

Labyrinthine Disease 

This is a suppurative inflammation of the 
inner ear that may be caused by chronic otitis 
media, allergies, trauma, blood dyscrasias, and 
cardiovascular disease. 

SYMPTOMS.—These include deafness, tin- 
nitus, vertigo, nystagmus, nausea, vomiting, a 
staggering gait, and a tendency to fall toward the 
affected side. 



Foreign Bodies 

Foreign bodies in the ear are normally in- 
animate objects, such as erasers, buttons, peas, 
and beans. These are normally introduced by the 
patient in an attempt' io> scratch the ear or to 
remove cerumen or by children. Animate 
objects, such as ticks and mo*hs, may crawl into 
the ear canal. 

SYMPTOMS.— There is usually pain, 
fullness, loss of hearing, and visualization of the 
foreign body. 

TREATMENT.— The nature of the foreign 
body must first be determined. If the object is. 
animate, hold a bright light to the ear. Since 
insects are attracted to light, this may induce the 
insect to crawl out. If this fails, instill a few 
drops of kerosene or alcohol into the ear to kill 
the insect, and irrigate to remove it. For * 
hygroscopic bodies such as peas and beans, DO 
NOT use water, saline, or boric acid as these 
liquids will cause the object to swell and become, 
wedged in the ear canal. Use a fine wire ear 
curette or irrigate with alcohol or light oil to 
remove the object. If the object is sharp or 
pointed, be very careful to prevent further 
injury. If necessary, transfer the patient to a 
medical facility for removal. 



TREATMENT.— Transfer the patient to a 
medical facility for definitive treatment as soon 
as possible. Treat symptomatically until you 
make the transfer. 

Tinnitus 

Tinnitus is a noise or "ringing" in the ears 
which, although bearable during the day, is 
more disturbing at night. The cause may be in- 
fection, toxic doses of medications, or vascular 
and/or vasomotor disease. 

TREATMENT.— Reassure the patient. Dif- 
ficult or severe cases should be referred to a 
medical facility for treatment of the underlying 
cause. 



Conditions of the Nose 

Common Respiratory Disease 

The common cold is the best example of this 
type of ailment. 

SYMPTOMS.— They include malaise, little 
or no fever, headache, chills, nasal discharge, 
red nares, and sneezing. 

TREATMENT.— There \s no specific treat- 
ment. Advise the patient to get rest, plenty of 
fluids, and a well-balance diet. Treat symp- 
tomatically. 

Epis taxis 

The most common sites of nasal bleeding are 
the mucosal vessels located over the 
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cartilaginous nasal septum and the anterior tip 
of the inferior turbinate. The cause is normally 
trauma, infection, and drying of the nasal 
mucosa. 

TREATMENT-— An adequate physical ex- 
amination to determine the scope and location 
of bleeding is essential. Applying-pressure over 
the nose (pinching) will stop most bleeding. A 
small pledget of cotton moistened with hydrogen 
peroxide, phenylephrine, or epinephrine may be 
effective in stopping the bleeding. Severe 
posterior- epistaxis may require a nasal pack. 

Allergic Rhinitis . 

^This is a reaction caused by sensitization to 
an aliergqn, wnich is usualiy/polleu. 

SYMPTOMS.— It is chiracterized by nasal 
congestion, a watery discharge, itching of the 
nasal mucosa and conjunctiva, and violent 
sneezing. 

TREATMENT.— Antihistamines and sym- 
pathomimetic drugs such as ephedrine. may be 
indicated. Steroids are sometimes eff^;ctive» 
Have the patient avoid specific allergens if 
possible. 



Conditions of the Pharynx 
Acute Tonsillitis 

This a bacterial infection of the tonsils that 
may be either foodborne or airborne. 

1 SYMPTOMS .—It is characterized by sudden 
jonset of anorexia; malaise; fever; sore throat; 
Ired,^ swollen tonsils; presence of pustules on the 
jon^ils;^difficulty in swallpwing; and swelling 
tenderness in the cervical lymph nodes. 



^nd 

i'REATMENT.— General measures consist 
of p^^^rest, forcing fluids, and placing the pa- 
tient ^n a light diet. Administer analgesics and 
antib]o%s as required. Gargles may prove 
bepe'ficiii. Acute tonsillitis may reoccur and 
beconie chronic. Chronic cases should be 
referred for possible surgical excision. 



Peritonsillar Abscess 

Jhis is an acute suppuration that is often 
seen^as a sequela of acute tonsillitis. It is usually 
unilateral and most often occurs in the deep 
peritonsillar space. 

SYMPTOMS.— Swelling of the soft palate, 
severe sore throat, and displacement of the 
uvula are common, '-here may be pain upon 
opening the jaw, swelling and pain at the site of 
the cervical lymph nodes, and fevers of up to 
105°F. 

TREATMENT.— General measure consist 
of systemic antibiotics, bed rest, forcing fluids, 
and administering analgesics to control 
temperature and pain. Transfer the patient to a 
medical treatment facility for I&D of the abscess 
and subsequent tonsillectomy. 

Acute Laryngitis ^ 



This is an inflammation of iht laryngeal 
mucosa due to virus or bacteria. It may occur as 
a primary disorder^or in association with rhiniti? 
and pharyngitis. 

SYMPTOMS.— They include pain, cough, 
redness, edema, a rasping quality to the voice, 
fever, malaise, and if severe edema is present, 
dyspnea, and dysphonia and aphonia (difficulty 
in speaking or inability to speak). 

TREATMENT.— General measures include 
voice rest; discontinuing smoking; inhaling 
warm, moist air; and symptomatic treatment. 

DISORDERS OF THE OCULAR 
SYSTEM 

There are many nonspecific manifestations 
of disorder in the ocular system as well as pain, 
blurred vision, discharge, spots, and headache. 
All of these symptoms require further^ inve^dga- 
tion. 

Acute Glaucoma 

This is a condition of the eye that is 
characterized by increased intraocular pressure. 
The pressure, if unchecked, causes atrophy of 
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the optic nerve. This is an extreme surgical 
emergency! If unchecked for 2 to 5 days, the 
condition will most likely result in complete and 
irreversible blindness. 

SYMPTOMS.— Patients with acute 
glaucoma will seek treatment immediately 
because of severe pain and blurring vision. The 
eye will appear red and the cornea has a steamy 
look. The pupil will be dilated and will not react 
to light. Intraocular pressure is elevated (over 
25 mm Hg). 

TREATMENT.— Transfer the patient to a 
medical facility immediately. 

Ocular Foreign Bodies 

Foreign bodies in the eye are a serious threat 
in many instances to the patient's sight. See the 
HM 3 & 2 Rate Training Manual for further in- 
formation. 

Corneal Abrasions 

Corneal abrasions are usually the result of 
foreign bodies striking the cornea. 

SYMPTOMS.— There is usually pain upon 
movement of the lid and a history of trauma. 

TREATMENT.— Rule out a foreign body. 
Instill sterile fluoroscem into the conjunctival 
sac if an abrasion is suspected. The abrasion will 
stain green while the surrounding cornea vvill 
appear orange. Instill polymyxin-bacitracin 
ophthalmic ointment and apply a firm bandage. 
Check the eye the following day for healing. 

Contusions (Black Eye) 

Contusions are usually the result of subcon- 
junctival hemorrhage, cornea! rupture^ or 
vitreous or retinal hemorrhage. They are almost 
always accompanied by a history of trauma. 

Some of the symptoms are immediately ap- 
parent, others may not become apparent for 
days. Hyphema (hemorrhage into the anterior 
chamber of the eye), retinal detachment, and 
optic nerve injury are all complications that 
should be suspected. | 



TREATMENT. — Moderate and severe con- 
tusions should be referred to an 
ophthalmologist. Any injury causing hyphema 
involves the danger of secondary hemorrhage 
that may result in irreversible glaucoma.* Pa- 
tients with hyphema should be placed on bed 
rest for 6 to 7 days with both eyes bandaged. 

Lacerations 

Lacerations involving the lid margins should 
be referred to an ophthalmologist. Lacerations 
involving the conjunctiva need not be sutured. 
Instill antibiotics to prevent infection. Corneal 
or scleral lacerations should be lightly bandaged 
and covered with a metal shield. Instruct the pa- 
tient to avoid squeezing his or her eyes together 
and to remain quiet. Pressure exerted may result 
in extrusion of the iritraocular contents. In all 
lacerations involving the eye, transfer the patient 
to an ophthalmologist. 

Conjunctivitis 

This is an inflammation of the iain mucous 
membrane lining the inner portions of the 
eyelids and anterior surface of the eyeballs. The 
inflammation may be acute or chronic and can 
be due to chemical irritation, allergy, bacterial 
or viral infection, and fungal or parasitic infec- 
tion. ^ 

O Bacterial Conjunctivitis— It produces a 
purulent discharge, photophobia, and reddening 
of the eyelids and conjunctiva. The eyelids may 
burn, itch, or smart, and often there is marked 
edema. The discharge repeatedly turns 
mucopurulent and may seal the eyelids at night. 
The condition usually lasts about 10 days. 

TREATMENT.— There is no specific treat- 
ment, but sulfonamide therapy helps prevent 
secondary infection. 

o Viral Conjunctivitis— Blennorrhea is also 
called inclusion conjunctivitis. It is a venereal in- 
fection resulting from nongonorrheal cervicitis 
and urethritis that can be spread to the eyes 
during and after mtercourse. In the past, this 
form was also spread during swimming and was 
known as swimming pool conjunctivitis. Ade- 
quate chlorination of swimming pools has 
eliminated this mode of transporation. 
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SYMPTOMS.— There is usually a copious 
watery discharge with scanty exudate, occasional 
fever, and malaise as well as lacrimation, 
photophobia, sensations of sand or grit in the 
eye, and burning in the eyelid margins. 

TREATMENT.— Isolation techniques, such 
as separate towels, are advisable. Treat with 
sulfonamides or tetracyclines systemicaily for 3 
weeks. Instill tetracycline drops in oil to supple- 
ment the systemic tetracycline. 



# Allergic Conjunctivitis— This is 
commonly and most frequently associated with 
hay fever. 

SYMPTOMS.— There is usually tearing, 
itching, redness, and a thin stringy discharge. 

TREATMENT.— Corticosteroid therapy is 
usually effective. 

Hordeolum 

A sty is a common abscess formation at the 
eyelid margin due to staphylococcus. 

SYMPTOMS.— There is usually pain, 
redness, swelling, and an area of tenderness on 
the upper or lower eyelid. The intensity of the 
pain is related to the amount of swelling. The 
abscess Unds to localize within a few days. The 
patient sometimes complains of photopho^a, 
lacrimation, and a feeling of fullness or ''foreign 
body*' sensation. 

TREATMENT.— Apply warm compresses. 
When the abscess focuses to a point, it will nor- 
mally rupture spontaneously. An I&D may be 
performed if necessary. Irrigate the eye with 
warm saline and apply local antibiotics or 
sulfonamides. 

Dendritic Ulcer 

This is a superficial corneal ulcer caused by 
the herpes simplex virus. It is almost always 
unilateral and ma> affect any age group. It is 
characterized by superficial branching gray 
lesions of the cornea, resembling the veins in a 
leaf. 



TREATMENT.— Transfer the patient to an 
ophthalmolgist as soon as possible for removal 
of the ulcers. 

Iritis 

This is an acute inflammation of the iris. 
When the ciliary body is involved, as it usually 
is, thfr-condition is known as iridocyclitis. 

SYMPTOMS.— It is characterized by a 
severe throbbing pain that radiates to the 
forehead and temple, lacrimation, photophobia, 
blurring of vision, redness, and enlarged blood 
vessels around the cornea. 

TREATMENT.— General measures consist 
of bed rest with subdued light, local cor- 
ticosteroid therapy, ahd warm compresses. 
Transfer the patient as soon as possible to an 
ophthalmolgist. ^ 

Retinal Detachment 

There is usually partial or complete separa- 
tion of the retina from its pigment layer. 

SYMPTOMS.— The patient may notice 
flashes of light or stars, followed by the sensa- 
tion of a curtain moving over the eyes. 

TREATMENT.— Immobilize in bed and in- 
still mydriatics to dilate the pupils. Evacuate the 
patient as soon as possible to an 
ophthalmologist. 

Floaters 

A sensation (accentuated in bright light) of 
seeing spots is a common complaint in myopic 
and elderiy patients. 

SYMPTOMS.— The spots are normally seen 
when looking at the sky and cannot be focused 
upon. Brown or red spots that are reasonably 
stable often indicate minute hemorrhage. A 
large, slow moving spot is normally an in- 
traocular foreign body. 

TREATMENT.— Refer for routine eye ex- 
amination. 
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COMMON DERMATOLOGICAL 
CONDITIONS 

Contact Dermatitis 

This is an acute or chronic inflammation 
produced by substances/ coming into contact 
^with the skin* Some of the more common skin 
^sensitizing agents are poison ivy, poison oak, 
fruits, vegetables, chemicals, therapeutic agents, 
cosmetics, fabrics, and detergents. 

SYMPTOMS.— The most common sites are 
the face, neck, hands, feet, eyelids, and genitals. 
The scalp is not usually affected; however, any 
area of the body may be affected. In many in- 
stances, the site of the dermatosis is a clue as to 
the agent involved. The patient's major com- 
plaints will normally be itching, scaling, rash, 
and pain. 

TREATMENT.— No treatment can Jbe effec- 
tive until the causative agent is determined and 
eliminated. In acute stages, bland compresses 
and a drying corticosteroid lotion may be 
indicated. If the dermatitis is extremely uncom- 
fortable or disabling, a short course of systemic 
corticosteroid therapy may be effective. An- 
tihistamines are of little or no value in contact 
dermatitis. If crusting and scaling occur, 
substitute blcaid greases and creams for com- 
presses and drying agents. 

Atopic Dermatitis 

Atopic dermatitis is a chronic, itching, super- 
ficial inflammation of the skin, normally 
associated wiih a family history of allergic 
disorders. Usually no single causative agent can 
be located. Patients with atopic dermatitis tend 
to be tense and restless; however, the relation- 
ship between the dermatitis and the psychic state 
is unknown. 

SYMPTOMS.— The skin is dry and the 
primary compaint is itching. There are seldom 
any vesicles although scratching and rubbing 
may produce excoriation. The face, neck, 
antecubital and popliteal spaces, hands, and 
wrist areas are most often involved. Scratching 
by the patient may produce a secondary 



infection with oozing and crusting. Many times 
the condition is persistent and tends to be 
localized in one specific area. 

TREATMENT.— Topical corticosteroids are 
the most effective agents and should be applied 
in small amounts and rubbed in thoroughly. If 
the episode is severe, oral corticosteroids are in- 
tlicatedforashort period. A^Jvise the patient to 
keep the skin as free as possible from perspira- 
tion and to avoid scratching. The skin should be 
kept moist by using oils> or lotions. An- 
tihistamines often prove very effective in reliev- 
ing itching. Advise the patient to avoid wool 
clothing or 100% synthetic fibers. 

Psoriasis 

This is an acute or chronic paposquamou?' 
skin disease of unknown etiology. In approx- 
imately one-third of all cases, the cause is 
hereditary. Psoriasis is found in two-thirds of all 
adult white males but is rarely found in blacks. 

SYMPTOMS.— It is clearly defined 
erythematous papules covered with shiny or 
opalescent scales. The patient may complain of 
itching. The lesions are usually self-healing and 
heal without scarring. The scalp, extensor 
surface of extremities, back and buttocks, and 
the nails are the most common sites. A sec- 
ondary bacteria! infection may occur. 

TREATMENT.— There is no known cure 
for psoriasis. The existing treatments may pro- 
duce temporary relief. Corticosteroid cream is 
the most widely acclaimed of the various 
treatments and should be applied at bedtime. 
Cover the lesions with polyethylene strips during 
the night. In the morning scrub the lesions 
thoroughly with a soft brush xO remove scales. 
Repeat the treatment until the symptoms are 
relieved. Refer the patient to a dermatologist for 
routine evaluation. There^are other treatments 
that may prove .eiffective in treating psoriasis. 
Request advice on them' from a dermatologist. 

Acne /^V^^^^" ^ 

Acne IS probaiJlj^^ most commonly 
countered dermatitis^ It is an inflammatory 
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disease occurring in areas where sebaceous 
glands are the largest, most numerous, and most 
active. Human sebum is a tissue irritant. Over- 
filling of the sebaceous glands or squeezing by 
the patient causes this irritant to escape into the 
surrounding tissues and develop a papule. A 
secondary bacterial infection occurs, leading to 
pustule or cyst formation. These formations 
may lead to pitting and scarring. 



TREATMENT.— The initial treatment of 
acne should include advice to the patient to 
avoid contributing foods such as chocolate, 
nuts, and colas. Vitamin A supplements are 
sometimes given for 3-month periods, with a 
1-month interruption to avoid hypervitaminosis. 
Instruct the patient to thoroughly wash twice 
daily with an antibacterial, abrasive soap. A dry- 
ing lotion may be used. A broad-spectrum an- 
tibiotic administered systemically may be given 
during episodes of severe acne. Tetracycline is 
the most widely used of these drugs. 

Seborrheic Dermatitis 

This is an acute or chronic scaly inflamma- 
tion of the skin that usually affects the scalp, 
face, prestemal and interscapular areas, and 
body folds. It occurs in persons with oily skin. 
Also, hereditary factors appear to play a part in 
this condition. ^ 

SYMPTOMS.— These include scaling that 
may be greasy or dry and sometimes pruritic. 
Redness, Assuring, and infection may be 
secondary. 

TREATMENT.— A well-balanced diet with 
the reduction of sweets is indicated. Steroid 
creams and lotions are often beneficial, and the 
patient should be advised to wash with an an- 
tiseborrheic cleanser such as Fostex®. 

Urticaria (Hivesi) 

This is an acute or chronic allergic inflam- 
matory skin reaction. It is normally the result of 
ingesting certain foods or drugs (commonly 
shellfish, eggs, milk, and penicillin). 

SYMPTOMS.— Raised wheals may occur 
over any or all of the body and itch intolerably. 
The patient may run a mild fever and experience 



general malaise. Swelling may cause laryngeal 
obstruction. 

TREATMENT.— Antihistamines are in- 
dicated for itching. Urticaria is usually self- 
limiting but may last for years. Caution the pa- 
tient to avoid reexposure to sensitizing foods or 
drugs. Epinephrine 1:1000 may be administered 
for laryngeal obstruction. 

Calluses and Corns 

These are callous skin lesions that normally 
occur on the feet or toes. Faulty fitting shoes are 
the common cause. 

SYMPTOMS.— There is usually tenderness 
or sensitivity to pressure. These lesions may be 
differentiated from plantar warts by their glassy 
cores. 

TREATMENT.— Soak the affected area in 
warm water and carefully pare th-" callus. 
Correct any orthopedic abnormalities, aiiO make 
sure the patient's shoes fit correctly. 

Herpes Simplex 

This is a recurrent viral' infection charac- 
terized by the sudden appearance of small 
vesicles on the skin or mucous membranes, 
usually around the mouth. The vesicles are filled 
with a clear fluid on a slightly raised inflam- 
matory base. It normally occurs in childhood 
and occurs in most people from time to time. 
The genitals, conjunctiva, lips, and cornea are 
often the sites of infection. 

SYMPTOMS.— The appearance of cold 
sores is usually preceded by severe itching or 
tingling sensations. The vesicles may group 
together to form large lesions and are often 
painful. The vesicles will normally disappear 
within 10 days and reoccur at tL.- same sites. 
Hrrpes simplex may be differentiated from 
herpes zoster because the latter is rarely recur- 
rent, is more painful, and produces larger 
vesicles. 

TREATMENT.— Apply drying lotions. 
Topical antibiotics will control most secondary 
infections. If the eye is affected, do not use cor- 
ticosteroids because these may predispose the 
patient to dendritic ulcer formation. 



2-25 



ERJC 3D 



HOSPITAL CORPSMAN 1 & C 



Herpes Zoster 

Shingles is an acute viral infection of the cen- 
tral nervous system characterized by vesicular 
eruptions and neuralgic-type pain in areas 
supplied with peripheral sensory nerves. This in- 
fection is caused by the same virus that causes 
vhickenpox (varicella) and is most commonly en- 
countered in persons over the age of 50. 

SYMPTOMS.— Chills, fever, malaise, and 
gastrointestinal disorders may precede distinc- 
tive features ot the disease. On about the fourth 
or fifth day, crops of vesicles appear on an 
erythematous base in the area of the involved 
nerve. Pain may be present at this time; 
however, the skin in the involved area is ex- 
tremely sensitive. * - 

TREATMENT.— No specific remedy exists. 
The disease normally clears with no permanent 
damage except for scarring or postherpetic 
neuralgia. A corticosteroid such as prednisone 
may help to shorten the duration and relieve 
some of the symptoms. Soothing lotions and 
powders are often effective, and aspirin or other 
analgesics may be administered for pain. NOTE: 
Before giving a corticosteroid, rule out herpes 
simplex. 

Verrucae 

Warts are very common, contagious, benign 
epithelial tumors that may persist as single 
lesions or develop satellites. Occasionally the 
warts may disappear spontaneously. 

TREATMENT.— The warts themselves may 
be easily removed; however, the virus often 
remains producing recurrent warts at the same 
or different sites. Therefore, it is often advisable 
to leave single warts alone. Trichloroacetic acid 
should be appled to warts every 3 to 4 days, 
followed by phenol neutralized with alcohol or 
nitric acid when the wart whitens. If the warts 
are in warm, moist anogenital areas, 
podophyllum resin in tincture of benzoin is 
often effective. Plantar warts, found on the 
soles of the feet, are warts that have been flat- 
tened by pressure and are usually very painful. 
These are the most difficult warts to remove. 
Peel away the keratotic tissue and apply a 



concentrated phenol solution. Follow this with 
an application of nitric acid, and cover it with 
a salicylic acid plaster and adhesive bandage. 
Repeat this treatment every 5 days; it normally 
takes from three to seven treatments for com- 
plete resolution. Patients may be referred to a 
dermatologist for other wart removal techniques 
such as freezing and elect rosurgical or surgical 
excision. 

Impetigo 

This is a superficial staph or strep skin infec- 
tion. 

SYMPTOMS.— Normally lesions consist of 
small pustules, but they may be larger with rup- 
turing and crusting. The lesions may remain 
localized but are often autoinoculated over large 
areas. It is most commonly found in children. 
Impetigo may appear on apparently healthy skin 
but sometimes complicates other skin infections. 

TREATMENT . —Topical antibiotics will 
normally result ih prompt resolution. Gentle but 
thorough washing to remove any crust and 
debris should precede the application of oint- 
ment. If left untreated, impetigo may result in 
cellulitis or furunculosis. These complications 
should be treated with systemic antibiotics. 

Furuncles and Carbuncles 

A furuncle (boil) is an acute tender inflam- 
mation around perifollicular areas that is caused 
by staphlococci. Carbuncles are groups of 
furuncles adjacent to one another. 

SYMPTOMS.— A furuncle has a single core 
of necrotic tissue. The core exudes a purulent 
fluid and is most commonly found on the neck, 
axillae, and buttocks. These lesions are ex- 
tremely painful. A carbuncle has two or more 
cores with multiple drainage sites and deep sup- 
puration. There may be extensive sloughing of 
the tissues with large scar formation. A fever 
may be present and the patient is often pros- 
trated. Carbuncles occur more frequently in 
men. 

TREATMENT.— A single furuncle should 
be treated with moist heat to facilitate pointing. 
Once it has pointed, incise and attempt to 
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remove the central core. Implant ^n iodoform 
pack to prginote drainage and to prevent 
premature healing. Systemic, antibiotics are ia- , 
dicatcd. Large furuncles and carbuncles require 
special care in debridement to avoid spreading 
the infection. Refer severe cases to a der- 
matologist. 

Cellutitis 

This is a spreading inflammation of the 
tissues, which usually affects the skin and sub- 
cutaneous tissues. Streptococcus and 
staphylococcus are the causative agents. 

SYMPTOMS.— These include fever, chills, 
malaise, headache, acute pkin upoit palpation, 
and swollen, red, and warm areas. Regional lym- 
phangitis or lymphadenitis is common. Severe 
cases will often result in septicemia or 
bacteremia. 

TREATMENT.— Place the affected part at 
rest and elevate. Bed rest is indicated if the con- 
dition is severe. Apply moist heat and administer 
erythromycin or lincomycin systemically. Con- 
tinue the treatment until the symptoms have 
ceased for 5 days. 

Folliculitis. 

This condition is the result of staphylococcal 
infection of hair follicles. Sycosis barbae is a 
chronic and recalcitrant type better known as 
barber's itch. It appears in the bearded area and 
is aggravated by shaving. 

SYMPTOMS,— Burning and itching are 
common, and manipulation of hair cause pain, 

TREATMENT.— Apply hot packs to the 
affected area. Apply topical antibiotics, and give 
systemic antibiotics if the areas around the eyes, 
nose, or mouth are involved (dangerous 
triangle). ^ 



Tinea Capitis 



Ringworm of the scalp is a highly contagious 
fungal infection usually affecting 'school 
children. 



SYMPTOMS.— It is characterized by small 
gray lesions in which the hair is broken, off, 
scant, or without luster. It may involve all or a 
part of the scalp. 

TREATMENT.— Griseofulvin is definitive 
*and 0.5 g should be administered twice daily 
with meals for 4 to 8 weeks or a single dose of 
2 to 6 g repeated every 3 to 4 weeks. 

Tinea Corporis 

Ringworm of, the body is an infection that 
usuallZinvolves the trunk and upper extremities 
and Jsuncommon in temperate climates. 

SYMPTfOMS.— The lesions have raised 
borders spread peripheralli^ arid cleac centrally. 
The various forms of thi^fection are pityriasis, 
rosea, seborrheic dermatitis, and psoriasiT. 
Tinea versicolor involves the upper trurik. 

/• 

TREATMENT.— It is)the same as for tinea 
capitis. ' 

Tinea Cruris 

i 

Jock itch is a fungous infection occurring in 
the area of the upper inner thighs. Growth of the 
organisms is favored by obesity and tight 
clothing and is often recurrent. 

SYMPTOMS.— They include severe itching 
with active erythematous macules with sharp 
margins and cleared centers. 

TREATMENT.— Aluminum acetate, cor- 
ticosteroid lotion, or short-term oral cor- 
ticosteroids may prove effective. Griseofulvin 
may be indicated in chronic cases. Advise the pa- 
tient to rinse all soap away and dry thoroujghly 
when bathing. 

Tinea Pedis 

Athlete's foot is a very common fungal infec- 
tion of the feet. 

SYMPTOMS.— Norinally the third and 
fourth interdigital spaces are first affected with 
subsequent spreading to the plantar surfaces of 
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the arch. The lesions appear as macerated areas 
with scaling borders* When the toenails are 
involved, they become thickened and distorted. 
Tinea pedis may be mistaken for maceration due 
to excessive sweating. 

TREATMENT.— Keep the feet clean and 
dry, change socks frequently, and apply an 
antifungal powder, ointment, or lotion. 

Tinea Versicolor 

This is a mild superficial fungal infection of 
the skin that occurs normally in the trunk area. 
Affected areas are resistant to tanning, and the 
fungus is more likely to occur in individuals who 
wear heavy clothing and tend to perspire freely. 
It occurs most frequently in tropical climates. 

SYMPTOMS.— There may be mild itching. 
The lesions appear velvety and are 
chamois-colored macules that are easily scraped 
off with the fingernail. The trunk, upper arms, 
neck, and face are often affected. 

TREATMENT.— Good skin hygiene is 
essential. Salicylic acid soap may be the most ef- 
fective treatment. It recurs frequently. 

Scabies 

This condition is a parasitic skin infection 
characterized by superficial burrows, intense 
pruritus, and secondary inflammation. The 
female itch mite burrows into the epidermis and 
lays her eggs. The larva hatch, surface, mate, 
and repeat the cycle. Good hygiene helps prevent 
this infection. It is readily transmittable. 

SYMPTOMS.— There is severe inching, 
especially at night. The male genitals, inter- 
digital spaces of the hand, flexor surfaces on the 
wrist, areola of the breast in women, along the 
belt line of the abdomen, and the area of the 
lower buttocks are prone to inflammatory 
^ lesions. Thevface is rarely involved in adults. The 
burrows may be identified as fine, dark, wavy 
lines just beneath the skin. It may be hard to 
detect the burrows due to secondary lesions. A 
needle' may be used to remove the parasite from 
its burrow to facilitate diagnosis. 



TREATMENT.— General measures consist 
of vigorous cleansing of papules and vesicles 
during prolonged hot baths. Apply an emulsion 
or lotion containing benzocaine and benzyl ben- 
zoate from the area of the neck down. Reapply 
in 3 days to destroy the larvae. 

Pediculosis Capitis 

This is an infestation of the scalp, eyebrows, 
eyelashes, or beard by head lice. It is transmitted 
by personal contact with such items as combs 
and hats. Nits attach to the hair, resulting in 
severe itching. 

Pediculosis Corporis 

This condition is an infestation of the skin by 
body lice. The louse inhabits the seams of 
clothing and feeds on the skin, which results in 
severe itching and produces small red lesions 
occurring from the bites. The most common 
sites of lesions are the buttocks, shoulders, and 
abdomen. The body louse is an important vector 
in transmitting typhus, trench fever, and relaps- 
ing fever. 

Pediculosis Pubis 

This condition is characterized by infestation 
of the anogenital regions with crab lice. This in- 
festation is the result of direct contact with the 
hce through sexual activity, toilet seats, clothing, 
or bedding. The louse is comparatively large but 
not easily seen, and itching is almost always pre- 
sent. The patient may note the presence of small 
specks on the sheets upon arising. 

TREATMENT.— The treatment for all 
pediculosis infestations consists of applying 
ointments containing benzoate and benzocaine 
and maintaining proper hygiene habits. Use cau- 
tion when treating around the eyes. Two ap- 
plications of ^medication are nsually sufficient. 
Check contacts. Use calamine lotion to control 
itching, and launder all bedding and clothing. 

DISORDERS OF THE NERVOUS SYSTEM 

Levels of Consciousness 

Abnormal levels of consciousness may be 
associated with decreased or increased 
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neurological activity such as stupor, coma, 
delirium, or violent behavior. There may be 
partial to complete mental clouding or loss of 
consciousness. Frequent causes are 
cerebrovascular accident (CVA), drugs, poisons, 
and fever. 

The tv/o major categories of loss of con- 
sciousness are stupor and coma. Stupor ranges 
from partial to almost complete loss of con- 
sciousness. Coma is complete unconsciousness 
from which the patient cannot be roused. 

In any case of consciousness disorder, it is 
important to obtain a complete history from 
those who know the patient or who may have 
witnessed the incident causing it. Perform a 
thorough physical examination including check- 
ing the pupils for size and reaction to light. The 
key points to look for when a neurological 
disorder is suspected are abnormal vital signs, 
signs of injury, or alcohol or drug intoxication. 
Also look for discolorations of the skin in the 
area behind the ears that may indicate a skull 
fracture. 

TREATMENT.— The immediate objective 
of treatment is to maintain life until a specific 
diagnosis is made. Avoid sedatives and 
stimulants, and keep semiconscious patients 
NPO. Catheterize unconscious patients and test 
the urine for sugar, acetone, and albumin. Treat 
symptomatically. 

Syncope and Vertigo 

Syncope is a temporary loss of consciousness 
as in fainting. Vertigo is an illusionary sensation 
of motion. 

SYMPTOMS.— The patient is usually in an 
upright position when an attack occurs. He or 
she may experience motor weakness, epigastric 
distress, perspiration, restlessness, yawning and 
sighing, bradycardia, and a fall in blood 
pressure. 

TREATMENT.— Place the patient in the 
shock position, and administer spirits of 
ammonia. 

Headache 

Headaches are so common that most 
everyone has some experience with them at one 



time or atiother. They may be caused by tension, 
tumors, trauma, or any number of other causes. 
The following are the more common types of 
headaches. 

• Tension— These headaches are caused by 
spasm or contraction of diseased muscles or ad- 
jacent structures, or they may be associated with 
fatigue or emotional stress, the muscles 
attached to the occiput are the most frequently 
involved. This is the most common type of 
headache. 

SYMPTOMS.— The common complaints 
are a feeling of pressure or tightness or a 
bandlike constriction and pain. 

TREATMENT.— General measures consist 
of analgesics, rest, relaxation, massage, and heat 
applied to the involved musculature. 

• Migraine— This type of headache is 
characterized by a paroxysmal attack often 
preceded by psychologic or visual disturbance 
that is followed by drowsiness. Women are 
affected more often than men. Migraine 
headaches are believed to be the result of 
vascular changes. 

SYMPTOMS.— There is usually a throbbing 
sensation or pain resulting from vasoconstric- 
tion followed by dilation. The patient often ex- 
periences nausea and vomiting. Often there is a 
family history of migraines, and the frequency 
of attacks may vary from daily to once every few 
years. The pain is usually unilateral and may last 
for 2 or 3 days. 

TREATMENT.— Cafergot® is the most 
widely used drug in the treatment of migraines. 
It should be administered at the first sign of 
headache (provided a history of migraine is ob- 
tained or you have actually diagnosed it). Place 
the patient on bed rest for a few hours in a 
darkened room and withhold any food or drink. 
At times the pain is so severe that narcotics may 
be necessary for pain; Demerol is the drug of 
choice. Codeine is contraindicated. 

• Cluster— There is usually no clear history 
of headaches in the patient's family. ' 
Middle-aged males are most often affected, and 
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the headaches may be precipitated by the use of 
vasodilators, alcohol, or histamine. 

SYMPTOMS.— The onset is sudden and is 
characterized' by severe unilateral pain that may 
disappear after 1 or 2 hours as rapidly as it came. 
Nocturnal attacks are common, and the patient 
may have associated symptoms such as redness 
and lacrimation of the eyes, rhinorrhea, and 
nasal congestion. 

TREATMENT.— The pain of this headache 
is so severe that the patient should be kept on 
bed rest until the pain ceases. Administer 
Sansert® (methysergide maleate) to help pre- 
vent cluster headaches from becoming vascular 
headaches. Cluster headaches are so severe and 
of such short duration that adequate therapy is 
difficult; however, administering antihistamines 
may be effective. 

• Hypertensive — Normally these headaches 
are the result of chronic hypertension. They are 
characterized by a persistent bilateral throbbing 
pain. The best treatment is to control the pa- 
tient's hypertension. The patient may be helped 
by analgesics, understanding, and reassurance. 

Epilepsy 

This is a convulsive disorder that is 
characterized by abrupt transient symptoms of a 
motor, sensory, psychic, or autonomic nature. 
Attacks are usually accompanied by altered 
levels of consciousness,^ and there is usually a 
history of epilepsy in the patient's family. The 
onset of epilepsy is usually before the age of 30. 
There are several types of epileptic seizure 
classifications. The three major classifications 
are generalized, partial, and unclassifiable 
epilepsies. The generalized epilepsies aie the 
most commonly encountered and include the 
petit mal and grand mal types. 

# Grand Mal Seizures— These are divided 
into the following two groups. 

e Jacksonian Seizure— This type of 
seii.are is characterized by an aura, often 
referred to as a warning, but vvhich in reality is a 
part of the seizure. The patient will experience 



convulsions without lapsing into un- 
consciousness. The seizure may start in the toes 
or thumbs or in the face (the eyes and head may 
turn to one side), and the seizure may then 
spread to other areas. 



• Typical Grand Mal Seizure- -This type 
of seizure may have the initial aura as described 
above. The patient may fall down and cry out, 
lose bladder and bowel control, and froth at the 
mouth. There is convulsive movement of the 
body, dyspnea, and cyanosis. Corneal reflexes 
are usually absent and Babinski's reflex is 
positive. Often the patient bites the tongue and, 
if not completely unconscious, will be confused 
and disoriented. The seizure usually lasts 2 to 5 
minutes. A period of deep sleep is common after 
the seizure, and the patient will complain of 
muscle soreness and stiffness upon awakening. 

TREATMENT.— Immediate treatment is 
aimed at preventing the patient from injuring 
himself or herself. A tongue depressor or other 
type of padded gag should be placed between the 
patient's teeth to prevent biting the tongue; 
however, this may not be possible if the jaws are 
clenched. Don't force it. Never try to restrain a 
patient during convulsion; however, do not 
leave the patient alone. Loosen the clothing 
around the neck and turn the head to the side to 
prevent aspiration of saliva and mucus. After 
the attack, administer anticonvulsants such as 
bariturates or Dilantin®. The objective of drug 
therapy is complete supression of symptoms. 
Refer the patient for evaluation. 

• Petit Mal Seizure— This type of seizure is 
charactelized by myoclonic jerks (shocklike con- 
tractions of all or a part of a muscle of group of 
muscles), akinetic seizures (abnormal absence of 
muscular movement or loss of muscle tone), and 
sudden clouding of consciousness for a few 
seconds. Also the patient will normally not fall 
down. The classical symptoms of a sudden va- 
cant expression, cessation of motor activity, and 
loss of muscle tone are almost always present. 
This condition is very common in children but 
almost never occurs after the age of 20. Activity 
will resume abruptly. The patient may ex- 
perience as many as 100 attacks per day. 
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TREATMENT.— Administer phenobarbital 
or other anticonvulsants. Refer the patient for 
evaluation. 

Cerebrovascular Accident 

Strokes are caused by destruction of brain 
matter by intracerebral hemorrhage, throm- 
bosis, embolism, or vascular insufficiency. 

SYMPTOMS.— They include headache, 
nausea, vomiting, convulsions, and ccma. Con- 
sciousness may not always be altered. The pa- 
tient may experience speech disturbances, confu- 
sion, loss of memory, reduction of sensation, 
and paralysis of extremities or of a complete side 
of the body. The onset may be sudden and 
violent with the patient falling into an immediate 
coma and exhibiting stertorous breathing. Death 
from serious strokes may result in a few minutes 
to a few days. 

TREATMENT.— Administer IV fluids, and 
place the patient on immediate and strict bed 
rest. Evacuate the patient for hospitalization im- 
mediately. 

Subarachnoid Hemorrhage 

This is characterized by sudden bleeding into 
the^ubarachnoid spkce that may be the result of 
trauma or a ruptured aneurysm. 

SYMPTOMS.— Before the arieurysm rup- 
tures, it may apply pressure to nerves that will 
manifest as headaches, ocular palsies, diplopia, 
squint and facial pain, and a diminished visual 
field. After rupture, severe headache, nausea 
and vomiting, stiffness of the ueck, positive 
Kernig's sign, and bilateral Babinski's reflex are 
usually present. The consciousness of the patient 
may or may not be affected, and the blood 
pressure is often elevated. 

TREATMENT.— Keep the patient at rest 
and maintain a fluid balance; avoid opiates and 
anticoagulants, and evacuate the patient im- 
mediately. 

TRAUMATIC CONDmONS OF THE 
CENTRAL NERVOUS SYSTEM (CNS) 

Head Iitjuries 

Head injury is the most common of the 
traumatic conditions of the CNS. These may be 



open or closed, and in each case of head injury,, 
a neurological evaluation should be performed. 

• Concussion— This is the most common 
form of head injury and may be diagnosed by an 
altered >state/.of consciousness; abnormal vital 
signs; bleeding from the ears and nose; convul- 
sions; and altered pupillary reactions. The pa- 
tient normally recovers with no permanent 
damage; however, recurrent concussion may 
cause permanent damage. 

Extradural hematoma is hemorrhage into the 
extradural spaces. This condition is a rare occur- 
rence. The patient will suffer a loss of con- 
sciousness at the time of the injury and eventual 
coma with several hours of lucidity in between. 
Whil^^ lucid, the patient will exhibit signs of in- 
creased intracranial pressure, such as headache, 
irritability and mental confusion, variations in 
level of consciousness, and hemiplegia (paralysis 
on one side of the body), The condition will 
deteriorate and death will result if the problem h 
not corrected. 

Subdural hematoma is caused by the rupture 
of a cerebral vein. There will normally be a loss 
of consciousness at the time of the injury 
followed by an asymptomatic period that may 
last for several days or weeks. Later the patient 
may have symptoms of increased intracranial 
pressure as described above. About one-half of 
all persons with subdural hematoma will ex- 
perience facial muscle weakness. 

TREATMENT. -Ensure that the patient has 
a patent airway. If oxygen is to be administered, 
a nasal catheter is the preferred method of ad- 
ministration. Manipulation such as suturing or 
setting fractures should be held to a minimum 
until the patient's condition is stable. If the pa- 
tient demonstrates extreme restlessness that may 
further complicate his or her condition, sedate 
quickly; otherwise avoid sedation. DO NOT at- 
tempt to stem bleeding or the escape of fluids 
from the ears or nose. Tell the patient to try to 
avoid sneezing, coughing, or blowing the nose. 
Evacuate the patient immediately. 

Herniated Disk 

In most cases, herniation or rupture of an in- 
tervertebral disk is the result of trauma. It may 
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occur with sudden straining of the back in an 
odd position or while lifting in the trunk flex 
position. Herniation may occur immediately or 
may take years to occur. Most herniation occurs 
in the lumbosacral area but may also occur in 
the cervical or thoracic regions. 

SYMPTOMS.— Over 90% of all herniated 
disks occur at the fourth or fifth lumbar in- 
terspace. There is pain upon palpation, and the 
patient will have a limited range of motion. The 
posture of the spine will be abnormal due to its 
loss of curvature. The patient may exhibit mild 
weakness of the foot or extensor areas of the 
great toe. There may be impaired sensations of 
pain or touch, and coughing or sneezing may 
cause radiation of, the pain to the calf. 

l^REATMENT.— Place the patient on bed 
rest with a backboard and administer analgesics 
for pain. If possible, apply traction and prevent 
the patient from using any severe physical effort. 
Applications of heat to the area of tenderness is 
beneficial. Definitive treatment of herniated 
disks will normally require surgery. Therefore, 
evacuate the patient as soon as possible. 

PSYCHIATRIC DISORDERS 

Psychiatric disorders are more commonly en- 
countered now than at any time in the past. This 
is due in part to improved diagnostic techniques, 
changing technology, and many 'other factors. 
Psychiatric disorders run the gamut from 
anxiety reactions to schizophrenia. The indepen- 
dent duty hospital corpsman is not properly 
trained to treat acute psychiatric disorders. In 
cases of acute or extremely antisocial behavioral 
disorders, or if the patient represents a threat to 
himself or herself or others, evacuate for 
psychiatric evaluation as soon as possible. 

ENDOCRINE DISORDERS 

The following are some of the more 
commonly encountered disorders of the en- 
docrine system. 

Diabetes Meilitus 

This is a hereditary disease characterized by 
an inadequate secretion and production of 



insulin by the pancreatic beta cells. It may also 
be caused by destruction of the pancreas from 
disease or tumors. 

SYMPTOMS.— In children and young 
adults, diabetes is normally characterized by a 
sudden onset of symptoms. The onset is more in- 
sidious in older patients.. The classic symptoms 
of polyuria, polydipsia (excessive thirst), 
hunger, weight loss, itching, blurred vision, and 
fatigue will normally be the .first signs of 
diabetes. There are many complications that 
arise from this disease. In mkny instances, 
diabetes may not be detected until the rise of^ 
these complications that include ketosis, 
acidosis, and coma (often the result of inade- 
quate insulin, although coma may also be 
induced by hypoglycemia); vascular complica- 
tions (i.e., slow healing injuries, ulcers, and 
decreased blood supply to feet); diabetic 
neuropathy (e.g., tingling, paresthesias, de- 
creased or absent sweating); and skin infections. 

TREATMENT.— The treatment for diabetes 
is centered around restoring the patient's 
metabolism and maintaining the general health 
and nutritional staie. The diabetic diet is a 
normal diet with the exception that caloric and 
carbohydrate intake is restricted. Oral 
hypoglycemia agents are well tolerated as a rule. 
A physician will prescribe insulin therapy for pa- 
tients whose hypoglycemia cannot be controlled 
by al^rnate methods. When diabetes is 
suspected, refer the patient for definitive 
diagnoses. 

Diabetes Insipidis 

This is a chronic disorder pf the pituitary 
gland or hypothalmus that is the result of a defi- 
ciency of vasopressin (also called the antidiuretic 
hormone or ADH). Inadequate ADH secretion 
reduces water resorption and is more frequentiy 
found in males. Trauma or tumors may also 
cause this condition. 

SYMPTOMS.— The onset is normally slow 
with increasing polydipsia and polyuria. If 
preceded by trauma, infectious disease, or emo- 
tional shock, the onset may be abrupt. The pa- 
tient will exhibit thirst, drinking up to 40 liters 
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per day. The patient experiences rapid dehydra- 
tion when fluid intake is altered. Rapid weight 
loss will follow the rapid dehydration. 

TREATMENT.— In almost all cases, 
vasopressin tannate in oil given IM (never IV) 
normally controls the symptoms. Diuretics such 
as hydrochlorothiazide will normally reduce 
urinary output. 

Hyperthyroidism 

This disease is characterized by excessive 
secretion of the thyroid hormones, increased 
metabolic rate, and exophthalmos (protrusion 
of the .eyeball). " 

SYMPTOMS.— These include weakness, 
nervousness, sensitivity to heat, restlessness, 
weight loss, increased appetite, eyelid sag, 
headaches, nausea, abdominal pain, diarrhea, 
and an enlarged thyroid. Normally there is a 
history of hyperthyroidism in the family. 



the patient for 



TREATMENT.— Refer 
definitive evaluation. 

Hypothyroidism 



Myxedema is a condition in which decreased 
thyroid secretions produce characteristic reac- 
tions. This condition may be the result of 
radioiodine therapy, surgical excision, or 
atrophy of the pituitary gland. 

SYMPTOMS.— There is a gradual person- 
ality change with the patient becoming more and 
more apathetic. Characteristic myxedematous 
features such as an enlarged tongue; slow 
decp-toned speech; dry, thickened, edematous 
skin; and puffiness of the eyelids, hands, and 
face are common. Alopecia (loss of hair) of the 
scalp and eyebrows is common. The patient will 
complain of drowsiness, increased sensitivity to 
cold, and constipation, and the deep tendon 
reflexes will be delayed. 

TREATMENT.— Refer the patient for 
definitive evaluation and treatment. 



Addison's Disease 

This disease is an insufficiency of the 
adrenocortical hormones. It is an insidious pro- 
gressive disease that is characterized by increas- 
ing weakness, fatigability, increased pigmenta- 
tion of the SKin and mucous membranes, weight 
loss, hypotension, dehydration, anorexia, 
nausea, vomiting, and occasional hypoglycemia. 
The cause of this condition is normally due to 
adrenocortical atrophy of unknown etiology. 
Other causes include inflammatory necrosis, 
neoplasms, and granuloma. 

TREATMENT.— Refer the patient for 
definitive evaluation. 



FEMALE SPECIFIC CONDITIONS 

As the roles and numbers of women entering 
the naval service have increased, so has the role 
of the independent duty hospital corpsman ex- 
panded. With the assignment of women to duty 
aboard ships, the responsibilities for taking care 
of the health care needs of the ship's personnel 
have expanded to include those of the Navy's 
women. 

Most of the conditions and complaints that 
bring women to seek medical attention will be no 
different than those of their male counterparts. 
However, there are some conditions that are ob- 
viously limited to females. To effectively treat 
these conditions, you must become familiarized 
with the female anatomy and physiology, tech- 
niques of physical examination, and diagnosing 
and treating the more commonly encountered 
female specific conditions. 

With the exception of the female genitals and 
the breasts, the techniques for physical examina- 
tion as discussed earlier in this chapter will apply 
to both males and females. The Navy policy as 
set forth in the Man^ of the Medical Depart- 
ment (MANMED) establishes the requirement 
that in other than emergency situations or when 
totally, impractical, no member of the Medical 
Department will examine or treat a member of 
the opposite sex without the presence of a 
witness. That witness, whenever possible, must 
be a member of the same sex as the patient. 
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Menstrutl History - 

Just as there are certain aspects of the 
physical examination of women that differ from 
the physical examination of men» there are also 
different types of information to be extracted 
during the medical history* The single most im- 
portant part of the history to be taken when a 
woman presents with a gynecologic condition is 
the menstrual history* It should be remembered 
that many women are currently taking oral con- ^ 
traceptive pills that may modify the menstrual 
cycle. No history of the menstrual cycle is com- 
plete without maJcing a note of the form of con- 
traception employed. The following points are 
important data concerning the menses. 

# Age of Onset— An unusually late or early 
menarche (beginning of menstrual function) 
may be indicative of various cndocrinopathies. 

# Interval— Although the typical 
menstrual interval is 28 days, there are many 
variations, even in otherwise normal women. 
The normal range is 21 to 35 days and any depar- 
ture from norma must be viewed as potentially 
produced by various patholgic conditions. 

# Duration— As stated above, any change 
from the normal must be viewed as possibly the 
result of a pathologic condition. The quantity of 
the flow frequently parallels the duration; a pro- 
longed flow will generally be excessive. The 
normal duration of the flow is from 2 to 7 days. 

# Quantity— A marked reduction in the 
flow may indicate certain cndocrinopathies, 
while a marked pxcess may indicate a dysfunc- 
tional disorder or other problems. 

# Character of Menstrual Flow— Normal 
appearance of menstrual blood is dark venous 
and unclotted. Bright red, clotted blood is the 
type of flow seen in excessive menstruation. 

# Menstrual Pain— Painful menstruation 
(dysmenorrhea) is one of the most frequently en- 
countered of all gynecologic complaints. The 
character of the pain or cramps, onset, and 
duration should be determined. Most menstrual 
pain will begin the day of onset of menses. Any 



increase of severity of pain or the appearance of 
pain in a previously asymptomatic woman re- 
quires further investigation. 

# Intermenstrual Bleeding— Intermenstrual 
bleeding is a serious symptom. Even light 
bleeding frequently can indicate organic causes 
surh as polyps, erosion of the cervix, and occa- 
sionally cervical malignancy. 

• First Day of the Last Menstrual Period 
(LMP)— Many women are unsure of the exact 
date their LMP began; however, it is important^ 
to establish it. Dates are necessary to determine 
whether the cycle is irregular as well as to 
establish/the time of conception. 

# Other Specific Areas to Record— List 
histories of vaginal discharge .(Icukorrb'^'a) and 
such characteristics as the duration, odor, con- 
sistency, and color. When recording the 
obstetric history, include past and present 
urinary symptoms and any nausea or vomiting. 
It is important to list the patient*s sexual history 
when STD is suspected or when there are com- 
plaints of painful coitus or postcoital bleeding. 

PHYSICAL EXAMINATION OF THE 
FEMALE GENITALIA 

Before starting an examination of the female 
genitalia, get a history of any urinary tract infec- 
tion symptoms, such as pain, frequency, and 
urgency. If the patient has symptoms, you can 
then determine the appropriate method of 
specimen collection. The next step is to ask the 
patient to void. After voiding (or collecting a 
specimen), place her in the dorsal lithotomy 
position (lying on the back with thighs flexed 
and abducted). Place a pillow under her head 
and put the feet in stirrups. The buttocks should 
extend slightly over the edge of the table. 

The examination of the genitals will be 
divided into three distinct parts. 

• External Genitalia— Inspect the mons 
pubis, labia, perineum, thighs, and lower ab- 
dominal regions. These are illustrated in figures 
2-1 and 2-2. Using a gloved hand, separate the 
labia majora and inspect the labia minora, the 
clitoris, urethral orifice, and the introitus. Make 
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Figure 2-1.— The fenule reproductive system—anterior view. 
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Figure 2-2.— The femtle reproductive system— Utenl view. 



a note of any swellings, ulcerations, inflamma- 
tions, and nodules. Note any sign of discharge 
and any sores or lesions. Insert your index finger 
into the vagina, and milk the urethra gently 
from the inside to the outside. If there is any 



discharge, culture it on room temperature, 
Thayer-Martin media. If the labia arc swollen, 
or if the patient has a history of past infections 
of the Bartholin's gland duct, insert your finger 
into the vagina at the posterior aspect of the 
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introitus and your thumb on the outside 
posterior aspect of the labia majora. Palpate for 
swelling or tenderness, and check for signs of 
discharge around the duct openings. Repeat the 
procedure for the opposite side. Note any bulg- 
ings of the anterior vaginal wall.^ 

• Internal Oenitalia~Use a vaginal 
speculum that has beert warmed to body 
temperature. Use, a medium-sized Graves for 
women without a hymen and medium Pcderson 
for women with an intact hymen. Instruct the 
patient to bear down. Place your gloved index 
and middle fingers at or just inside the introitus 
as shown in figure 2-3 (I), and exert downward 
pressure on the P^rincumj^With your other 
hand, gently insert thlTspccuIum at a 45^ 
downward angle (fig 2-3 (II)). When inserting 
the speculum, make sure that the blades are 
closed and held at an oblique, angle. Remove 
your fingers from the introitus, and rotate the 
blades of the speculum horizontally while main- 
taining downward pressure with the speculum. 
When the blades are fully inserted, open the 
blades and rotate the speculum ufttil the csrvbc 
comes into view. Lock the blades into the open 
position using thumbscrew (fig 2-3 (III)). Inspect 
the cervix making note of the color, position, 
bleeding, discharge, ulcerations, and masses*- 
After obtaining the necessary cervical 
specimens, withdraw the spcculiJm while slowly 
rotating it to observe the vaginat mucosa. 
Release the thumbscrew, but keep the speculum 
blades in the open position with hand pressure. 
During withdrawal of the speculum, note the 
color of the vaginal mucosa and any signs of 
masses, ulcerations, inflammations, and 
discharges. Allow the blades to close only when 
the speculum is free of the hitroitus. 

• Bimanual Examination— Insert your 
well-lubricated gloved index and middle fingers 
into the vagina exerting pressure posteriorly. 
Note any areas of tenderness or swelling in the 
vaginal walls. Identify the cervix and note its 
position, consistency, mobility, and indications 
of cervical tenderness on motion. Palpate the 
fornix as illustrated in figure 2-4 (I). Using your 
other hand (referred to as the abdominal hand), 
palpate downward midway between the um- 
bilicus and the symphysis pubis toward your 
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Figure 2-3.— Insertion of (he vaginal speculum. 



pelvic hand. Identify the uterus between your 
hands noting any masses or tenderness, the size, 
shape, consistency, and mobility (fig 2-4 (II)). 
Place your pelvic hand in the right lateral fornix 
and your abdominal hand in the right lower ab- 
dominal quadrant. Exert downward pressure 
with your abdominal hand and palpate the 
ovary. Note the size, shape, consistency, and 
presence of any masses or tenderness. Repeat the 
procedures for the left side. 
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Figure 2-4.-— Techniques ef blnumiuJ excmlnatioD. 



Withdraw your fingers from the vagina. 
Relubricate if necessary, and then slowly in- 
troduce your' middle finger into the patient's 
rectum and your index finger into her vagina 
(fig 2-4 (III)). The anal sphincter may be relaxed 
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by asking the patient to bear down while you are 
introducing your fingers. Repeat the steps of the 
bimanual examination. Pay special attention to 
the region that lies behind the cervix and the 
posterior uterine surface itself, as these areas 
may only be accessible to the rectal finger. Take 
note of any masses or areas of tenderness. Look 
for signs of rashes, excoriation, and external 
hemorrhoids. 

COMMONLY ENCOUNTERED FEMALE 
CONDITIONS 

Vaginitis 

This is an inflammation of the vaginal 
mucosa caused by fungal, bacterial, or 
mechanical factors. The zone of inflammation 
may extend from the vagina to the cervix and the 
vulvar region. It may be caused by inflamma- 
tions of Bartholin's or Skene's gland ducts. The 
three most commonly encountered forms of 
vaginitis are Trichomonas, Monilia, and 
bacterial. 

• Trichomonas Vaginitis— The etiologic 
agent in this form of vaginitis is Trichomonas 
vaginalis. 

SYMPTOMS.— The most prominent 
symptom will be Icukorrhea. With this type of 
vaginitis, the discharge may be thick or thin and 
profuse, mav have a ^«ttid odor, and will range in 
color from white to greenish-yellow. The 
discharge is often pooled in the vaginal fornix 
and is quite often bubbly in appearance. 
Visualization of the vaginal mucosa will disclose 
a red, inflamed mucosa and cervix with small 
red, granular, strawberry-looking spots. The pa- 
tient will normally reveal a history of vulvar (ex- 
ternal genitalia) irritation, vaginismus (painful 
spasms of the vagina), dyspareunia (painful 
coitus), and itching. Motile Trichomonas 
vaginalis organisms may be noted in a fresh wet 
preparation made by diluting the secretions with 
normal saline and examining the preparation 
under a microscope. 

TREATMENT.— Flagyl® (metronidazole) 
is administered in 250-mg doses 3 times a day for 
1 week. However, this drug is contraindkated in 
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pregnancy and should, therefore, not be ad- 
ministered until pregnancy has been ruled out. A 
vinegar douche (2 tablespoons of vinegar to 1 
quart of warm water) administered once or twice 
a week may prove beneficial. 

• Monilia Vaginitis— This inflammation is 
the result of an overgrowth of the Candida 
albicans yeast. History may show a recent period 
of antibiotic therapy. Yeast infections are more 
common in warm, moist climates. Patients with 
persistent or recurrent monilial infections should 
be investigated for possible diabetes. 

SYMPTOMS.— The discharge is most often 
thick, curdlike, white in color, and may have a 
musty odor. This discharge is not usually as pro- 
fuse as the discharge of Trichomonas. Visual ex- 
amination may reveal a red, inflamed vaginal 
mucosa, with white or grayish patches of 
discharge. When these patches are scraped off, 
there is frequently a small amount of bleeding. 
Vulvar irritation, itching, vaginismus, and 
dyspareunia are common. Preparation of a wet 
smear with 15^o potassium hydroxide added will 
help to visualize the Candida hyphae and spores. 

TREATMENT.-MONISTAT^ 7 vaginal 
cream (miconazole nitrate 2^*0) administered 
once daily o\er a ^-week period is the^treatment 
of choice. Hydrocortisone 1% cream applied 
locally to the vulva 3 times a day will help relieve 
local irritation and itching. Mycostatin® 
vaginal tablets taken once daily at bedtime for 15 
days may also be used. 

# Bacterial Vaginitis— The etiologic agent 
may range from Haemophilus vaginitis to 
Neisseria gonorrhea and a wide range of other 
bacteria. 

SYMPTOMS.— The discharge in this form 
of vaginitis may range from scanty to profuse, 
may have a foul or musty odor, may be viscid to 
watery in consistency, and the color may range 
from greenish-yellow, brown, pmk, gray, or 
milky white. The vaginal mucosa may be red and 
swollen, but this is not always true. Vulvitis, 
urethritis, and ulceration of the cervix are 
commonly accompanying symptoms. Infections 



of the Bartholin's and Skene's glands are com- 
mon, especially in gonorrheal infections. A 
purulent discharge is often seen exuding from 
the cervical os, and pain and swelling of the cer- 
vix' itself is oft?n noted. The only definitive 
method of determining the specific etiologic 
agent is through a culture. 

TREATMENT.— General measures consist 
of perineal and vulvar hygiene to control 
pruritus and local itching. Specific measures in- 
clude vaginal applications of sulfa creams once 
daily for 2 weeks. Ampicillin taken orally may 
also be beneficial. 

When the causative agent is unknown, a 
broad-spectrum drug such as Betadine^ vaginal 
gel may prove effective in treating any of the 
more commonly encountered types of vaginitis. 
A culture for Neisseria gonorrhea should always 
be considered in sexually-active women. 

Vulvitis 

This is an inflammation of the vulvar region. 
The causes include mechanical and chemical ir- 
ritation; hygiene neglect; urinary, fecal, or 
vaginal contamination; allergic reactions to 
detergents or drugs; parasitic infestations 
(pediculosis pubis); herpes simplex; psoriasis; 
condylomata acuminata; and follicuititis. 

SYMPTOMS.— They include burning, 
severe pain, pruritus, redness, swelling, ulcera- 
tion, pustular formation, edema, and vesicular 
itching. Areas of irritation may extend to the 
perineal region and the inner areas of the thighs. 

TREATMENT.— When a specific infection 
exists, treat the cause. Symptomatic relief may 
be obtained by the use of cool compresses of 
Burow's solution or tepid sitz baths. The area 
should be kept as clean and dry as possible, and 
the use ef soaps and other harsh cleansing agents 
should be avoided, as they tend to dry the tissues 
and increase Irritation. If an allergic reaction is 
the suspected cause, oral antihistamines may 
prove beneficial. Hydrocortisone 1% cream is 
often helpful. Chronic or intractable cases 
should be referred to a medical treatment facility 
as soon as possible. 
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Cysts and Abscesses of Bartholin's Gland 

Infections, most commonly gonorrhea, may 
involve Bartholin's duct and gland causing 
obstruction that prevents the drainage of secre- 
tions. This in turn leads to pain and swelling on 
either side of the introitus. A localized fluctuant 
swelling in the interior portion of the labia 
minora indicates an occlusion of the duct open- 
ing. Pain without undue swelling indicates an 
occlusion of the duct opening and an active in- 
fection of the gland itself. The patient's vital 
signs may be elevated. An abscess presents as a 
tense, hot, and tender local swelling. There may 
be pus or exudate in the region of the duct 
opening. Cysts are manifestations of chronic in- 
volvement and are normally not tender. 

TREATMENT.— If there is no abscess 
formation apparent, treat the patient with 
broad-spectrum antibiotics. Warm saline soaks 
will help to localize the infection. If an abscess is 
present, refer to a medical facility. 

Salpingitis 

Salpingitis, or pelvic inflammatory disease 
(FID), is an inflammation of the uterine tubes. 
It may be acute or chronic as well as unilateral or 
bilateral. It is almost always bacterial in origin 
and is commonly, though not always, caused by 
gonococci. 

SYMPTOMS.— The patient will frequently 
reveal a history of vaginal coitus. There may be a 
greenish-yellow discharge present. The patient 
normally experiences severe nonradiating lower 
abdominal cramps in acute cases. Chills, 
moderate fevers, and a history of menstrual ir- 
regularity are common complaints. When a pa- 
tient presents with a acute abdominal condition, 
it is essential to diagnosis it correctly. Pain ac- 
companied by uterine bleeding and signs of 
shock would be suspect of ectopic pregnancy. 
Examination of the internal genitalia may reveal 
pus exuding from the cervical os or urethra, and 
the tender adnexal (pelvic) masses may be 
palpable. 

TREATMENT.— Whenever an acute ab- 
dominal condition is evident, the patient should 



be transferred for definitive treatment as soon as 
possible. Start the patient on 4.8 to 12 million 
units of aqueous penicillin G IM in divided 
doses. If the patient is allergic to penicillin, she is 
given \Ubramycin® (doxycycline) 200 mg to 
start, foiloived by 100 mg twice a day foi 7 to 10 
days. Analgesics may be administered to relieve 
pain. 

Premenstrual Tension Syndrome 

This syndrome is characterized by nerv- 
ousness, depression, irritability, emotional in- 
stability, headaches, and mastalgia (painful 
breasts). The cause of this syndrome is unknown 
but may be due to fluid retention with edema of 
the nerve tissues. 

TREATMENT.— Generally, with the excep- 
tion of a sympathetic ear and reassurance, no 
treatment is required. Mild analgesics may be 
prescribed to relieve headaches and mastalgia. In 
severe cases, limiting salt and using intermittent 
diuretics during the last 7 to 10 days of the 
menstrual cycle may be of value. The course of 
this syndrome is progressive and self-limiting, 
and it will usually clear up within the first few 
hours of onset of the menstrual cycle. 

Dysmenorrhea 

Dysmenorrhea is classified as either primary 
or secondary. Secondary dysmenorrhea is an ac- 
quired type and occurs most frequently as the 
result of an organic cause such as salpingitis, 
uterine tumors, and endometriosis. Normally 
secondary dysmenorrhea occurs in the third and 
fourth decades of life. Thus, hospital corpsmen 
onboard ships will not normally be required to 
treat this type of disorder. The more frequently 
encountered primary dysmenorrhea is painful 
menses for which no organic cause can be 
found. Excessive release of prostaglandins from 
the endometrium may be one cause. Cervical 
obstruction and vasoconstriction are other 
possible causes. . 

SYMPTOM.— Pain may develop approx- 
imately 1 to 2 days before the onset of menses. 
The pain may be dull or sharp and cramping and 
may be referred to the legs and suprapubic 
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regions. Associated symptoms include 
mastalgia, nausea and vomiting, depression, and 
abdominal distention. 

TREATMENT.— This condition is also 
self-limiting and is best treated symptomaticaUy. 
Treatment is dependent upon the severity and 
extent of the symptoms. Many women have 
pain, but few will be incapacitated by it. The 
basic keynotes of patient care, understanding, 
sympathy, and reassurance are essential in 
relieving some of the patient's anxieties. Advise 
the patient to engage in a program of physical 
exercise; however, fatigue should be avoided as 
it tends to decrease the patient's tolerance of 
pain. Mild analgesics and antispasmodics may 
be administered, and for severe and in- 
capacitating pain, light duty and bed rest for 1 
or 2 days may be indicated. Refer the patient to 
a medical treatment facility for evaluation if the 
dysmenorrhea is interfering with the perfor- 
mances of duties. 

Amenorrhea 

Menstrual cycles that are absent or more 
than 6 months apart are considered to be 
amenorrhea. The causes of amenorrhea include 
ovarian or uterine tumors, obstruction, en- 
docrine function abnormalities, and pregnancy, 
which is discussed next. Refer nonpregnant pa- 
tients with primary amenorrhea for evaluation. 

In addition to amenorrhea, any other type of 
abnormal uterine bleeding patterns should be 
referred as soon as possible for definitive 
diagnosis and treatment. 



Pregnancy 

Diagnosis 

A woman will usually suspect that she is 
pregnant before coming to sick call for confir- 
mation. The physical changes that occur in 
pregnancy are variable and may not hold true in 
all cases, so make sure that a false diagnosis is 
not made. The patient wiU normally reveal a 
history of recent coitus with subsequently missed 
periods. The classic symptom of morning 
sickness is common. Pelvic examination may 



reveal a soft, enlarged uterus (detectable at or 
about the sixth week) and a purplish hue to the 
cervix and the surrounding vaginal mucosa. 
There may be frequency of urination and some 
amount of breast enlargement and tenderness. 
Laboratory diagnosis is accomplished by means 
of several tests that are available through the 
Federal Stock Catalog and are complete withdn- 
stnictions. In the event of a pregnancy aboard 
ships, consult BUMED and NAV- 
MILPERSCOM instructions for disposition. 
Refer the patient for an obstetric workup. 

Emergency Conditions in Pregnancy 

• Ectopic Pregnancy— This condition 
results when a fertilized ovum is implanted and 
develops outside of the uterine cavity. Ectopic 
gestation occurs in approximately 1 out of every 
200 pregnancies. Most of the time the implanta- 
tion occurs in the fallopian tube. 

SYMPTOMS".— The patic.t will reveal a 
history of amenorrhea or irregular menses, 
followed by a sudden onset of bleeding. There 
may or may not have been a previously 
diagnosed pregnancy. She may complain of 
severe abdominal cramping pain in the lower 
quadrant. The pain is nonradiating, and a soft, 
tender pelvic mass may be palpable. The 
decidual, tissues may pass and the patient may 
show signs of shock. 

• Spontaneous Abortion— This is termina- 
tion of gestation before the twenty-fourth week 
of pregnancy. Most spontaneous abortions are 
the result of ovular or sperm defects. It may be 
the result of anatomic malformation of the fetus 
or diet deficiencies, 

SYMPTOMS.— The patient will reveal a 
history of amenorrhea or irregular menses. A 
previous diagnosis of pregnancy may or may not 
have been established. The usual signs and 
symptoms of pregnancy are often lacking. An 
abortion is classified as follows: 

• Treatened— This is any time vaginal, 
bleeding or pain occurs after conception. 

• Imminent— Bleeding is heavier and cer- 
vical effacement or dilation is present, and it 
may be accompanied by cramping pain. 
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• Inevitable— The membranes ai*e rup- 
tured and portions of tissue may be visible at the 
cervical os. 

• Incomplete— Some tissue has been 
passed, and the remainder of the conceptus re- 
mains in the uterus. 

• Complete— There is total passage of all 
parts of the conceptus. 

• Missed— The viability of the pregnancy 
has been termin^^ for at least 1 month, but the 
conceptus has been retained. 

TREATMENT.— Place the patient on com- 
plete bed rest. If bleeding is severe, replace fluids 
and treat for shock. Analgesics may be ad- 
ministered to relieve pain. Administer antibiotics 
if signs of infection are present. Transfer the pa- 
tient to a medical facility as soon as possible. 

Sexual Assault/Rape 

Sexual offenses, including rape, may be 
associated with serious injury, pregnancy, and 
sexually transmitted diseases and are criminal 
•offenses. The medical management of sexual 
offenses must be a joint medicolegal function. 
The Medical Department representative (MDR) 
should ensure that the victim's commanding 
officer is notified. It is the responsibility of the 
command to contact NIS and the responsibility 
of the Medical Depart(nent to. provide medical 
managment. BUMEDINST 6320.7 series, 
family Advocacy Program, provides guidelines 
on mana^ng sexual offenses. The victim of a 
sexual assault should be referred immediately to 
the nearest NRMC or other fixed medical treat- 
ment facility when circumstances permit. When 
circumstances do not permit it (e.g., when at 
sea), the MDR must treat any injuries and ob- 
tain and safeguard evidence, as directed by NIS 
and instructed in the NIS Sexual Assault In- 
vestigative Kit. Reassurance and calm, efficient, 
sympathetic handling of the victim is essential. 
In ail cases, refer the victim to a medical treat- 
ment facility as soon as possible for further 
treatment. 



Common Breast Conditions 

Usually afflictions of the breasts that will be 
broughtj^to your attention may be referred to a 
physician for routine evaluation and treatment. 
The most commonly encountered breast condi- 
tions are^^contusions. These are best treated by 
using a ot^st binder for immobilization and 
support. Hot or cold compresses may.jielp to 
alleviate the severity of pain. Breast infections 
and abscesses are rare in nonlactating women, 
but they do occur. Treat these conditions with 
antimicrobials, ^fer patients with breast 
abscesses, lesipns,Aiinps-, or persistent pain and 
related symptoms fpr definitive treatment. \ 

Although discus^d earlier in this^ chapter, it 
would be approprial* to again stress that the 
cultivation of a proftssional, mature, sincere, 
and compassionate attitude by the hospital 
corpsman is essential. Medical ethics is stressed 
at all times and is indeed mandatory when 
treating patients, regardless of ^the sex. 



DENTAL CARE 

Ensuring that the entire crew is in good 
dental health before deployment will prevent 
most dental-related' problems. Predeployment 
examinations are therefore very important. 

In the absence of a dental officer aboard V 
ship, you, the MDR, must perform basic 
emergency dental first aid to alleviate pain, ar- 
rest hemorrhage, and prevent further or com- 
plicating injury to dental ^structures that are 
associated with the most common oral condi- 
tions and injuries.' 

Only attempt to administer emergency basic 
dental care. You should refer all routine cases to 
a dental treatment facility, and refer all cases 
treated by nondental personnel for followup at 
the earliest opportunity. 

DENTAL FUNDAMENTALS 



Dental Terminology 

Some knowledge of dental terminology is im- 
p /rtant to interpret emergency treatment plans 
prepared by dentists and to prepare consultation 
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sheets for referral to a dental treatnjent facility. 
Make sure you use standard dental abbrevia- 
tions.when recording entries in a patient's dental 
record. These abbreviations are in MANMED 
6415. ^ 



Terms Explained ^ 

The following terms are defined as used in 
this section. 

Abscess— a localized collection of pus in a^ 
cavity formed by disintergrating tissues in or 
about the tooth 

Alveolar Bone— A thin layer of bone making 
up 'the bony processes of the maxilla and 
madible, and surrounding and containing the 
teeth. It is pierced by many small openings 
through which blood vessels, lymphatics, and 
nerve fibers pass. 

Apical Foramen — an aperature at or near the-' 
apex of tfie root of a tooth, through which blood 
vessels and nerves^ supplying the pulp pass 

Buccal — pertaining to or directed toward the 
cheek 

Buccal Vestibule— the area between the 
cheeks and the teeth and gingivae 

Cementum—the bonelik^ connective tissue 
covering the root of a tooth and assisting in 
, tooth support 

Cervix— the neck of the tooth 

Crown — the portion of a^ tooth covered by 
enamel 

Dentin— the chief nard tissue of the tooth; it 
surfounds the tooth pulp and is covered by 
enamel on the crown and by cementum on the 
root 

Enamel— the white, compact, and very hard 
substance that covers and protects the dentin of 
the crown of a tooth 



^ Eugenol— a colorless or paJe yellow, oily 
liquid, obtained from oil of clove and other 
natural sources; used as a topital analegsic and 
antiseptic; and used in combination with zinc 
oxide as a sedative dressing in a tooth 

Gingivae— the-gums: the mucous membrane, 
with the supporting fibrous^issue, which 
overlies the alveolar bone and eiicircles the necks 
of the 'teeth 

Gingival Sulcus— a furrow surrounding a 
tooth, bounded internally by the tooth surface 
and externally by the epithelium lining the free 
gingivae 

Interdental Papilla— the triangular pad of 
gingival tissue filling the space between the prox- 
imal surfaces of two adjacent teeth 

Mesial — nearer the center line of the dental 
arch ^ V 

Necrotizing Ulcerative Gingivitis— trench 
mouth; an acute or chronic gingival infection 
characterized by redness and swelling, by 
necrosis extending from their interdental 
papillae along the gingival margins, and by pain, 
hemorrhage, and a necrotic odor 

Occlusal— a term applied to the chewing 
surface of premolars and molars 

Pericoronitis— inflammation of the gingiva 
surrounding the crown of ? partially erupted or 
unenipted molar 

Periodontal' Ligament — a modified 
periosteum consisting of collagenous connective 
'tissue fibers that connect ^he tooth to tlie 
alvTolar bone 

Perjodorititis— an inflammatory reaction of 
the periodontium, usually resulting from the ex- 
tension of : gingival inflammation into the 
periodontium 

Periodontium— the tissue that surrounds and 
supports the teeth 

Scaling— the removal of calculus from the 
exposed tooth surfaces 
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Varnish— a solution of rosin, of resin, or of 
several resins in a suitable solvent or solvents,- , 
applied to protect the p'ulp 

DENTAL ANATOMY 

When you refer a patient to a dentist, it will 
help if you can describe the specific location of 
the problem. To do that you must use the proper 
terms to describe the location, identification, 
and surfaces of the teeth. Since this does not 
occur frequently, we will not take space here to 
cover it. This information is available in detail in 
Dental Assistant, Basic, NAVEDTRA 10677. 

DENtAL HISTOLOGY 

Dental anatomy deals with the external form 
and appearance of the teeth. Dental histology 
studies the tissues and internal structure of the 
teeth, along with the tissues that surround and 
support them. A knowledge of dental histology 
will be helpful when you provide emergency 
dental treatment. 



Tissues of the Teeth 

Structurally, the teeth are composed of four 
different tissues: enamel, dentin, cementum, 
and pulp. They are shown in figure 2-5 and 
discussed below. 

Enamel 

Enamel is the calcified substance that covers 
the entire crown of the tooth. It is thickest at the 
cusps, thinning to a knife edge at the cervical 
line. It is formed only once and cannot 
regenerate or repair itself. Thus, when enamel is 
destroyed by decay, operative dentistry is re- 
• quired to reconstruct the tooth. Enamel has no 
nerve fibe>s and cannot register sensations. ' 

Dentin 

Dentin Is the light yellow substance that 
makes up the bulk of the tooth. It is softer than 
enamel but harder than bone and is located in- 
side the crown under the enamel. The point at 
which the dentin and the enamel meet is called 
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the dentinoenamel junction. Dentin is also 
found inside the root of the tooth under the 
cementum. The inner surfaces- of the dentin 
forms a hard-walled cavity that contains and 
protects the pulp. 

Unlike enamel, dentin continues to form 
throughout the life of the tooth. When the 
dental pulp is mildly stimulated as a result of 
caries, cavity preparation, abrasion, attrition, or 
erosion, a protective layer of secondary dentin is 
formed on the pulp wall. 

Even though dentin is not sensitive to 
stimuli, sensation may result when mechanical, 
thermal, or chemical stimuli are applied to it. 
The sensation comes not from the dentin itself 
but from cells that extend into it. These cells arc 
actually part of the pulp, not the dentin, and 
they are sensitive to stimuli. 



CementDm 



Cementum is a bonelike substance, although 
it is not as hard as bone. It forms a protective 
layer over the root portion of the dentin. The 
cementum joins the enamel at the cervix of the 
tooth. 
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The main function of cementum is to anchor 
the tooth to the socket by attaching to the prin- 
cipal fibers of the periodontal ligament. 

Cementum is formed continuously 
throughout the life of the tooth. Thus, it com- 
pensates for the loss of tooth substance due to 
wear by attaching new fibers of the periodontal 
ligament to the root. 

Pulp 

The pulp is soft tissue that fills the pulp 
cavity. This tissue contains numerous blood 
vessels and nerves that enter the tooth through 
the apical foramen. It is enclosed within the 
hard, unyielding dentin walls of the pulp cavity. 
The cavity has two parts: the pulp chamber and 
the root, or pulp canal. The chamber is located 
inside the crown. The canal is located inside the 
root. 

An important function of the pulp is to form 
dentin. It provides the cells from which dentin 
is formed and supplies the dentin with blood. 

Pulp respofids to external stimuli, pro- 
viding sensation to the tooth. V responds to ir- 
ritation either by forming secondary dentin or 
by becoming inflamed. Since the walls of the 
pulp chamber and root canal permit no expan- 
sion of the pulp tissue, any inflammatory swell- 
ing of the tissue will compress the blood vessels 
against the walls. This results in a condition 
known as hyperemic pulp, which can lead to 
necrosis of the pulp tissue. 

Tissues of the Periodontium 

The tissues that surround and support the 
teeth are the cementum, the alveolar process, the 
periodontal ligament, and the gingivae. Collec- 
tively, these tissues are known as the periodon- 
tium. Throughout the following discussion, 
refer to figure 2-5. 

Alveolar Process 

The alveolar process is the portion of the 
maxillae and mandible that forms and supports 
the sockets (alveoli) of the teeth. 

The alveolar process can be divided into two 
parts: the alveolar bone proper and the 
supporting alveolar bone. The alveolar bone 



proper is a thin layer of bone that lines the tooth 
socket and attaches the principal fibers of the 
periodontal ligament. The supporting alveolar 
bone is the portion of the alveolar process that 
surrounds the alveolar bone proper and gives, 
support to the tooth socket. 

Periodontal Ligament 

The periodontal ligament consists of hun- 
dreds of tissue fibers that, except at the apical 
foramen, completely surround the tooth root. 
The ligament acts as a shock absorber, reducing 
the impact of the teeth as they occlude. • ' / 

^* 

Gingivae 

The gingivae are the soft tissue that covers 
the alveolar process and sfii'rounds the necks of 
the teeth. They consist of an outer layer of 
epithelium and an inner layer of connective 
tissue. 

Healthy gingivae are pink, firm, and 
- resilient. They have a stippled appearance. 
Stippling refers to the **orange peel" texture of 
the healthy tissue. Inflammation causes a loss of 
stippling. When inflamed, the gingivae may 
become sore and swollen, and they may bleed. 

ORAL EXAMINATION 

Before performing an oral examination, 
review the patient's medical and dental history. 
Note any history of allergies, heart disease, and 
hepatitis. Note the medications the patient is ^ 
currently taking. Review and update the ^ 
patifent's NAVMED 6600/3 as needed. 

When you examine the oral cavity, use a 
thorough and systematic approach. Some 
knowledge of the normal dental anatomy is 
essential to recognize oral diseases. The starting 
point of the examination is determined by the in- 
dividual performing it. However, the examina- 
tion should include the entire orofacial region. 
The following approach is merely a suggested 
guideline. First, examine the patient's tongue 
and the floor of the mouth. Check for signs ^of 
ulceration, swelling, deviations in normal 
anatomy and appearance, and lack of papillae 
on the tongue. To properly visualize these areas, 
grasp the tongue with a2x2or4x4 gauze 
pad, and move the tongue from side to si^e. 
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Next examine the buccal mucosa and 
vestibule areas for signs of ulqeration, swelling, 
or sinus tracts. Examine the hard 'and soft 
palates, gingivae, and alveolar mucosa. Record 
any deviations from normal. Palpate the pa- 
tient's submental, submaxillary, and tonsillar 
lymph nodes, and record any palpable nodes 
and whether they are tender, fixed, or mobile. 

Using a mirror and an explorer, examine the 
teeth for caries, chips or fractures, faulty 
restorations, and other anomalies. Use the 
mirror and a periodontal probe to check the 
periodontium for depth of the periodontal 
sulcus around the teeth. A depth in excess of 
3 mm is indicative of periodontal disease, es- 
pecially if bleeding accompanies gentle probing. 

You must now evaluate the chief compaint 
that brought the patient to seek treatment. If the 
complaint is a fractured restoration, the exposed 
dentin may be sensitive to thermal changes, or 
the sharp edges may irritate the tongue. If the 
problem is a painful carious lesion, determine 
the status of the pulp. This is done by percussion 
in which a painful response may indicate 
, periapical pathology. Sensitivity tc heat or cold 
may indicate pulpal changes, which may be the 
result of caries, trauma, a new restoration, or a 
fractured tooth. If pain persists after the 
stimulus is removed, the pulpal tissue is 
•probably seriously damaged and undergoing 
degenerative changes. 

If the chief complaint is a periodontal 
problem, evaluate the color, contour, and 
uniformity of the gingivae. Hemorrhage upon 
probing indicates periodontal disease. The pain 
may be related to a pus-filled, fluctuant 
periodontal abscess. The teeth may be mobile as 
a result of advanced bone loss or trauma from a 
recently placed high restoration. 

LOCAL ANESTHESIA 

Most emergency dental procedures may be 
performed without the use of anesthetics. Incis- 
ing and draining a well-localized soft tissue 
abscess with a single stab incision, opening the 
pulp chamber of a painful nonvital tooth, or 
placing a temporary filling in a carious tooth can 
usually be performed without a local anesthetic. 
Often it is disadvantageous to use an anesthetic. 
For example, if an anesthetic is used when 



excavating and filling a large carious lesion, you 
must wait for the anesthesia to^ear off before 
determining whether or not the restoration has 
eliminated the pain. Placing a temporary 
sedative filling will usually bring relief without 
using anesthesia. 

Placing a dressing on an exposed vital pulp 
may require an anesthetic. However, in this case 
profound anesthesia may not make this pro- 
cedure pain free. Extensive manipulation of 
painful tissues, such as irrigation and debride- 
ment of an acute pericoronitis, will be more 
tolerable when you administer an anesthetic. 
You, the independent duty hospital corpsman, 
and the patient must decide whether to use an 
anesthetic. 

Pain is perceived differently by patients. One 
patient may perceive pain as minimal, while 
another will describe it as excruciating. Fear and 
anxiety increases the patient's perception of 
pain. It is up to you to reassure the patient to 
help alleviate this problem. 

The problems involved in anesthetizing the 
mandibular arch are different from those 
involved in anesthetizing the maxillary arch. In 
the maxillary arch, most teeth can be effectively 
anesthetized by injecting 2 ml of anesthetic solu- 
tion in the loose tissue just above the tooth. It is 
important to penetrate the loose oral mucosa 
above the lighter pink attached gingiva that is 
immediately adjacent to the teeth. The attached 
gingiva and the similarly attached tissues of the 
palate are denser and more difficult and more 
painful to penetrate. The needle should not 
penetrate the mucosa more than 5 to 6 mm to 
approximate the apex of the root of the tooth^ 
Make sure the needle point does not contact the 
bone. 

Local anesthesia of the maxilla will diffuse 
readily through the periosteum and bone to the 
nerves supplying the teeth, but the greater 
density of the cortical bone in the mandible 
makes diffusion more difficult. Some lower 
front teeth may be anesthetized by an infiltra- 
tion injection, but the lower posterior teeth will 
generally require nerve block anesthesia. Tech- 
niques for the administration of nerve block 
anesthesia are described in the Cooke-Waite 
Manual of Local Anesthesia. 

Before administering an intraoral injection, 
wipe the injection site free of saliva and 
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debris. Swab the area with a BetaBine sponge. 
Whenever possible, avoid multiple injections in 
the oral cavity. By carefully analyzing the loca- 
tion of the teeth you want to anesthetize, you 
will nornnially be able to block the area with a 
single injection. 

Place the patient in a recumbent or supine 
position for the injection. Reassure the patient 
about the procedure to help calm him or her and 
to avoid syncope. Never leave a patient alone 
following an injection. Do not inject into an 
area of swelling and inflammation. When swell- 
ing or other indication of soft tissue inflamma- 
tion exists, the nerve may be blocked central to 
^ the area of inflammation. 

The most commonly use" anesthetic for 
dental injections is lidocaine-(HCL) or Xylo- 
caine® in a 2% aqueous solution. Xylocaine 
with 1:100,000 epinephrine may be used to pro- 
long the anesthetic effect. Use a 23- to 27-gauge 
1-inch needle for all infiltration injections; 
however, a 23- to 25-gauge 1 5/8-inch needle 
may be required for some regional blocks. 

Xylocaine is a relatively nontoxic prepara- 
tion. The maximum safe dose for an adult is 
300 mg. Toxic reactions may be the result of 
either exceeding the maximum safe dose or in- 
jecting the anesthetic intravenously faster than 
the body can detoxify it. Always remember to 
aspirate before injecting the anesthetic. A toxic 
reaction to Xylocaine may have a brief ex- 
citatory stage followed by depression or may 
simply be evidenced by respiratory and cardiac 
depression. Cerebral anoxia may precipitate 
convulsions. Most toxic reactions are mild and 
transitory. Place the patient in a supine position, 
and ensure a clear airway and adequate oxygen. 
Support the respiratory and cardiac functions 
until the body can detoxify the drug, thus ending 
the reaction. Unless an extreme overdose has 
been administered, the reaction will be brief and 
transitory and require no medications. Other 
possible reactions to look for when administer- 
ing intraoral injections are hematomas, 
blanching of the skin, temporary paralysis of 
facial muscles, and sometimes loss of eye control 
and temporary blindness. These reactions will 
usually disappear as the drug is detoxified by the 
body. 



ORAL DISEASES AND INJURIES 

As is true of all diseases and injuries, the 
symptoms discussed here refer to what the 
patient describes and the signs pertain to what 
you observe. 

Dental Caries 

This is the most widespread chronic disease 
of mankind. The most common cause of dental 
caries is bacterial plaque. The plaque on a tooth 
gives bacteria a place to breed. These bacteria 
release acids and other toxins that attack tooth 
enamel. This produces carious lesions (cavities). 

Dental caries destroys tooth tissues. Caries 
begins in the enamel. Usually, it first appears as 
a chalky white spot on the. enamel. It may stop 
there, but if it does not, it goes through the 
enamel and into the dentin. As the caries goes 
farther into the dentin, the tooth pulp may be 
affected. Figure 2-6 shows how caries progresses 
into the tooth. If the pulp cannot resist the irrita- 
tion caused by the caries, it will die. 
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Figure 2*6.— The progress of caries: Caries in the enamel 
(left); caries going through (he enamel and into the 
dentin (top); caries spreading along the dentln- 
oenamel Junction and going through the dentitr to 
involve the pulp (right). 
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SYMPTOMS.—The patient may complain 
that the affected tooth is sensitive to heat and 
cold (usually cold)^ to sweets, or to pressure 
from food particles impacted in the cavity. 

Sometimes a patient will point to a healthy 
tooth and complain that it aches. There may be 
trouble in such a tooth, but it is always advisable 
to examine the other teeth on the same|ide"(both . 
• upper and lower arches) for a cavity. This may 
be referred pain; that is, a patient feels pain in a 
healthy tooth while the true cause of the pain is 
located elsewhere. 

SIGNS. — Examine the patient for caries by 
using a mouth mirror, an explorer, a cotton 
forceps, and a spoon excavator. Locate the 
affected tooth by asking the patient to poipt to 
it. You may observe some of the following signs. 

• Chalky white spot on tooth surface 

• Surface roughness when explorer point 
passes lightly over tooth 

• Dark, stained cavity 

• Cavity filled with spongy mass of 
decaying dentin 

Find out the depth of the caries. To do this, 
you may have to remove loose debris from the 
cavity. Use the spoon excavator and very gently 
lift out the debris as illustrated in figure 2-7. 
NOTE: Never try to scrape or dig the debris 
from the interior of the tooth. 

Stop the ^examination if there is bleeding in 
the pulp area, if the pulp is exposed, or if the pa- 
tient's pain is greatly increased. 

If there is no pulpal bleeding or exposure or 
increased pSun, continue removing the debris. 
When all ofk is removed, lightly dry the interior 
of the tooth with a cotton pellet &s shown in 
figure 2-8. Do not use air or extreme pressure in 
drying the tooth. 

TREATMENT.— The following is a treat- 
ment plan fo? a tooth with no pulpal opening. 
For a tooth with a pulpal opening, see the treat- 
ment plan for acute pulpitis* 



\ 
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Figure 2-7.— Removing debris from the cavity. 
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Figure 2-8.— Preparing to dry the cavity. 



If you have not done so before, remove all 
debris from the cavity with an excavator, and 
flush the cavity with warm water. Isolate the 
tooth with cotton rolls to free the cavity of 
saliva. If the tooth is in the mandibular arch, 
cotton roll holders will be helpful in isolating it. 
You can easily isolate a. tooth in the maxillary 
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arch by placing cotton rolls between the arch 
and the cheek or lip, depending upon the loca- 
tion of the cavity. Carefully di7 the interior of 
the cavity with clean cotton pellets. Mix a zinc 
oxide-eugenol (ZOE) temporary filling, follow- 
ing the instructions on the kit. Use a Woodson 
No. 2 or 3 plastic instrument to place the filling 
in the cavity as illustrated in figure 2-9. Do not 
pack the cavity. Do not exert pressure on the fill- 
ing; however, be sure the cavity is sealed off 
from the saliva. Smooth theTilling with a cotton 
pellet dipped in water, so the filling does not 
keep the patient from closing the teeth together. 
Tell the patient not to chew solids for 2 hours, 
then to chew on the opposite side of the mouth 
until seen by a dentist. Stress the temporary 
nature of the treatment. 
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Figure 2-9.— Placing the temporary fiUing. 



Acute Pulpitis 



Acute pulpitis is a severe inflammation of the 
tooth pulp. Usually, it is the result of dental 
caries. It is the most frequent cause of severe 
dental pain. The pain is caused by the pressure 
of fluids building up inside the palp chamber or 
the root canal(s). 



SYMPTOMS.— The patient may present 
with a continuous, piercing, and pulsating pain 
in the affected area; an increase of pain upon 
lying down; an increase or decrease of pain when 
the tooth is exposed to heat or cold; or an in- 
crease of pain when pressure is applied to the 
tooth. 

SIGNS.— You may see a large cavity with or 
without a pulpal opening, blood or pus oozing 
from an opening, or sv*ollen gingival tissue near 
the affected tooth. A painful reaction may occur 
when pressure is applied to tht tooth by pressing 
the exterior of the tooth lightly with a finger or 
an instrument. 

TREATMENT.— Gently ^remove loose 
debris from the cavity with a spoon excavator, 
being careful not to touch the pulpal opening. 
Dry the cavity very gently with a cotton pellet. 
Remove enough cotton fibers from a cotton 
pellet to make a smaller pellet. Slightly moisten 
the smaller pellet with a small amount of 
eugenol, ahd then blot the pellet on a gauze pad. 
NOTE: Excess eugenol can harm the tooth pulp. 
Place the pellet moistened with eugenol in the 
cavity, and cover the pellet with a dry cotton 
pellet. 

Tell the patient that the treatment is tem- 
porary and may have to be repeated during the 
night. Give analgesics for pain, and refer the pa- 
tient to a dentist as soon as possible. 

Periapical Abscess 

A periapical abscess usually results from an 
infection of the tooth pulp. Therefore, the 
abscess often develops as a result of unchecked 
pulpitis. Infection of the tooth pulp causes fluids 
to build up within the walls of the pulp chamber 
and root canal(s). A periapical abscess is formed 
when these fluids escape from the interior of the 
tooth through the apex of a root canal. The 
escaping fluids create a fistula in the soft tissue. 
When the fluids reach a soft tissue drainage site, 
they form a large swelling called a paruMs, or 
guinboil, as shown in figures 2-10 and 2-11. 

SYMPTOMS.— The patient may complain 
of a constant, throbbing pain in the affected 
area and an increase of pain when chewing or 
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Figure 2-10.— Periapical abscess. 



TREATMENT.— Drain the abscess to 
relieve the pressure, which will cause the pain to 
disappear. If a carious lesion is present in the 
affected tooth, use an excavator and gently 
remove the debris from the lesion. --If^ this 
exposes the tooth pulp, drainage will result, and 
the pain will disappear. NOTE; Do not. dig or 
gouge through the caries to reach the pulp. 

If drainage does not result when debris is 
removed, have the patient rinse with warm saline 
for 10 minutes every 2 hours. This may result in 
forming a gumboil for drainage to pass through. 
The method is also reliable if a guSilboil is pres- 
ent when the patient reports for treatment. 
NOTE: Never apply heat to the face because it 
may cause drainage through the face rather than 
the abscess. 

As a last resort, if drainage does not result 
from the two methods already mentioned, apply 
ice packs to the affected area. They can be safely 
applied to the external surfaces of the face and 
will reduce the patient's discomfort until proper 
treatment x:an be given. 
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Figure 2-11.— Gumboil caused by a periapical abscess. 

lying down. The complaint may also include a 
bad taste, a tooth that feels longer than the 
others, or a gumboil. 

SIGNS.— You may cause severe pain when 
applying finger pressure to the affected tooth or 
when you tap the tooth lightly with the end of an 
instrument. You may see swelling or a gumboil 
on the soft tissues and facial swelling near the 
affected area. You may also discover the tooth is 
loose, and the patient may have an elevated 
temperature. 



Marginal Gingivitis 

Gingivitis is an inflammation of the gingival 
tissue as illustrated in figure 2-12. In marginal 
gingivitis, the inflammation is relatively mild 
and is sometimes localized, existing around one, 
two, or several teeth. The most frequent cause of 
marginal gingivitis is poor oral hygiene. 

SYMPTOMS.— The patient most likely will 
present with sore, swollen, bleeding gums. 

SIGNS.— You may notice a painful reaction 
or gingival bleeding when you apply finger 
pressure to the affected area. You may also see a 
red, swollen gingiva with a loss of stippling; cuts 
or abrasions on the gingivae; and heavy plaque 
and calculous deposits in the affected area. 

TREATMENT.— Give the patient plaque 
control instruction as explained in NAVEDTRA 
10677, and refer to a dental treatment facility for 
scaling and polishing. 
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Ftgwit 2-13.— Necrotidng ulcerative giocivitis* 
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Figure Mirgintl gingivitis. 



Necrotizing Ulcerative Gingivitis (NUG) 

This is a severe inflammation of the gingival 
tissue. See figure 2-13» Sometimes NUG is called 
by the more common name— trench mouth. It 
may result from untreated marginal gingivitis. 
Other factors that coritribute to NUG include 
poor oral hygiene and dietary habits, excessive 
smoking or alcohol consumption, .and poor 
physical condition of the patient. NUG is not 
contagious. 

SYMPTOMS.— The symptoms are the same 
as those of marginal gingivitis. In addition, the 
patient may complain of a bad taste and pain 
when eating or brushing. 

SIGNS.— The signs are similar to those for 
marginal gingivitis, but they will probably be 
more severe* Fo? example, there may be more 
bleeding, and the patient may feel more pain 
when finger pressure is applied to the affected 
area. Also, calculous and plaque deposits may 
be greater. The following are signs associated 
with NUG that are not normally present* with 
marginal gingivitis. 

The most characteristic sign of NUG is 
ulceration and cratering of the interdental 



papillae* Frequently, so much of a papilla is lost 
that the triangular area between the crowns of 
the teeth presents a **punched out** appearance* 
In addition, you may detect the following. . 

• Gray-white membrane covering the 
gingivae 

• Foul odor from the oral cavity 

• Pus oozing from the gingivae 

• Areas of gingival recession 

• Elevated temperature 

TREATMENT.— Treat NUG in the same 
way as marginal gingivitis, but referral to a 
dental treatment facility is more important that? 
in marginal gingivitis. 

Periodontitis 

This is an inflammatory condition that in- 
volves the gingivae, the crest of the alveolar 
bone, and the periodontal membrane above the 
alveolar crest as shown in figure 2-14. It usually 
develops as a result of untreated marginal 
gingivitis. The disease is marked by a gradual 
recession of the periodontal tissues. Tooth 
mobility may also occur. Periodontitis may 
affect the entire dentition or only localized 
areas. 
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Figure PeriodontiUs, 



SYMPTOMS.— The patient may complain 
of any of the following, 

• Deep, gnawing pain in the affected area 

• Itchiness of the gums 

# Sensitivixy to heat and cold 

# Bad taste 

• Bleeding gums 

• Food sticking between the teeth 

0^ Toothache (in the absence of caries) 

# Increased spacing between anterior teeth 

• Loose or elongated teeth 

# Uneven bite 

SIGNS,— Examination will reveal any or all 
of the following, 

# Heavy plaque and calculous deposits 



• Gingival inflammation, bleeding, or 
bluish-red discoloration 

• Local or general gingival recession 

• Ulcerated or destroyed ' interdental 
papillae 

• Tooth mobility 

TREATMENT.— The emergency treatment 
for periodontitis is the same as for marginal 
gingivitis and NUG. 

Periodontal Abscess 

A periodontal abscess is caused by an infec- 
tion in the periodontal tissues. This infecjion is 
usually the result of long-continued irritation by 
.food debris; deep deposits* of calculus; or a 
foreign object such as a toothbrush bristle or a 
popcorn husk being tightly packed into the 
interproximal spaces or betwee;i the tooth and 
the soft tissues. 

SYMPTOMS AND SIGNS,— The symptoms 
and signs for periodontal abscesses are similar to 
those for periapical abscesses. 

TREATMENT,-^Gently probe the affected 
area with a scalar ov a periodontal probe to 
establish drainage. Probe the space bjetween the 
tooth surface and the soft tissue. 

If probing fails to start drainage, apply warm 
saline soaks to the affected area. NOTE: Never 
apply soaks to the face because they may cause 
drainage through the face rather than the 
abscess. 

Pericoronitis 

This is an inflammation, of the gingiva 
around a partially erupted tooth. When a tooth 
begins to erupt, breaking through the gingival 
tissue, a small flap of tissue may remain over the 
tooth surface. Debris can accumulate beneath 
the tissue flap, and if the patient is unable to 
keep the area properiy cleansed, inflammation 
can result. It can also result from constant con- 
tact between the tissue flap and a tooth in the 
opposing arch. 
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Pericoronitis most often affects mandibular 
third molars, though any erupting tooth may be 
involved. The condition often occurs in the 
18-to 25-year age group. Because many Navy 
personnel are in this age group, pericoronitis is 
one of the most frequent periodontal emergen- 
cies encountered. 

SYMPTOMS.— A patient's symptoms can 
include the following. 

9 Pain when chewing 

• Bad taste 

• Difficulty in opening the mouth 

• Swelling in the neck or in the 
area of the affected tooth 

• Sore neck or throat 

• Elevated temperature 

SIGNS.— Your examination may reveal the 
following. 

• Partially erupted tooth 

t Red, inflamed tissue around a partially 
erupted tooth 

• Pus oozing from under an overlying 
tissue flap 

• Painful reaction when finger pressure is 
applied to affected tissue 

• Swelling in the cheek near the affected 
area 

9 Enlarged lymph nodes under the 
mandible or on the side of the neck 

• Elevated temperature 

TREATMENT.— Irrigate the undersurface 
of the tissue flap and the surrounding area with 
warm saline. Use a 5-ml Luer-Lok syringe with a 
blunted 18-gauge needle. Figure 2-15 shows how 
to blunt the needle, and figure 2-16 shows the 
proper irrigating technique. 
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Figure MS.r^BIuntlng the needle. 
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Figure 2-16.— Irrigating beneslh the tissue flap. 



Wrap a spoon excavator with a portion of a 
cotton pellet. Place a small amount of glycerite 
of iodine on the pellet, and wipe the pellet gently 
under the flap. See figure 2-17. Insl.ruct the pa- 
tient to rinse wiih warm saline every 2 hours. 

Stomatitis and Recurrent 
Labial Herpes 

Stomatitis is an mflammation of the oral 
mucosa. Two types of stomatitis commonly 
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Figure 2-17.— Applying glyccritc of Iodine. 



encountered are herpetic gingivostomatitis and 
aphthous stomatitis. Both conditions are 
marked by the formation of small blisters and 
ulcers on the oral mucosa as illustrated in figures 
248 and 2-19. 

Recurrent labial herpes is an infection that 
produces a fever blister or cold sore. Such a 
lesion is usually found on the lip as shown in 
figure 2-20. 

NOTE: Some oral lesions are caused by an 
Jirfcctious disease; therefore, wear rubber gloves 
when examining the patient. 

SYMPTOMS.— The patient may complain 
of painful swelling; a fever blister, cold sore, or 
canker sore; a great amount of pain when eating 
or drinking; and a fever, a headache, or run- 
down feeling (herpetic gingivostomatitis). 

SIGNS.— Your examination may show red, 
swollen areas with blisters or small craters 
formed in the centers, or these lesions covered 
with grayish-white or yellowish membrane*. 
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Figure 2-18.— Herpetic glngivostonutis. 
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Figure 2-19. 



-Aphthous stomatitis. 



TREATMENT.— Since these conditions will 
normally disappear spontaneously withii> 7 to 10 
days, measures to elitninatc the patient's 
discomfort arc all that is necessary. Have the 
patient rinse with a warm solution of sodium bi- 
carbonate several times daily. Treat stubborn re- 
current cases by encouraging the patient to hold 
1 teaspoon of tetracycline oral suspension in the 
inouth for 2 minutes 4 times daily for 5 days. 
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TREATMENT,--rInitial attempts at con-/ 
l^^^^^^^^^^^^l^^^^^^ trolling the hemorrhage should be directed at 
^^^^^^^^^^^^^^^^^^H, removing any clot in the mouth extraneous to 
^H^^^^^^^^^^^^^^^^H; the alveolus. Place a folded 4x4 gauze 
^^^^^^^^^^^^^^^^^^H: pad or tea bag over the site, and have the 
^^^^^^^^^^^^^^H^^^B^ patient bite firmly for 20 minutes. Keep the 
^^^^^^^^^^^^^^^^^^^H^ mouth as. dry^ possible, and encourage the pa- 
^^^^^^^^^^^^^^^^^^H' to breathe through the mouth because this 

will help keep 

^^^^^^^^^^^^^^^^^^^1' . the above efforts do no the hemor- 

' rhage, and if the bleeding appears to be coming 
^^^^^^^^^^^H^^^^^^H ^ durectly from the alveolus, dry the alveclus» 

with SurgiceF dr Gelfoam^ , and place a 
^^^^^^^^^^^^^^^^^^^H gauze pad as a pressure over the wound 

^^^^^^^^^^^^I^^^^^H site. Have the 15 to 20 ^ 

^^^H^^^^^^^^^^^^^^^l minutes. Refer the a dental treatment 

^^^^^^^^^^^^^^^^^H^H. the hemorrhage continues. Occas* 

^HjH^^^^H^HHHHHH lonally, hemorrhage occurs 

days following the extraction. In general, foKow 
the same treatment procedures for hemorrhage 
24r7.63 within the first 24 hours. 

Figure 2-20.— Rectintnt labiil herpes. 

Postexodontic Osteitis 



Symptomatic relief may be obtained from 
anesthetic troches, ointments, or solutions- such 
as an anesthetic mouth rinse. Also, tell the pa- 
tient not to smoke; eat hot, spicy, or acidic 
foods; or drink alcoholic beverages. 

Postexodontic Hemorrhage 

This condition may occur any time from a 
few hours to several days after the tooth extrac- 
tion. The bleeding from the extraction site may 
be light or heavy. Treat all abnorm.il postextrac- 
tion bleeding as serious. 

SYMPTOMS.— The patient may say that 
bleeding started or failed to stop after an extrac- 
tion and that he or she is swallowing or spitting 
out large amounts of blood and feels weak from 
blood loss. A patient may also complain of a 
large amount of blood on bed clothing after 
sleeping; however, a small amount of blood in 
the saliva is normal after extraction. 

SIGNS.— These include blood oozing or 
flowing from a recent extraction site after 
normal clotting should have occurred and a 
large amount of blood or large blood clots in the 
patient's mouth or on the clothing. 



This condition, also known as dry socket, 
results when a normal clot fails to form in the 
socket of a recently extracted tooth. Since this 
condition is usually very painful, always con- 
sider it a serious emergency. 

SYMPTOMS.— A patient presenting with a 
dry socket will usually have a history of extrac- 
tion within 5 days; a complaint of excruciating, 
constant pain; and the loss of a blood clot or the 
failure of a clot to form. 

SIGNS.— Upon examination, you will prob- 
ably note the absence of a blood clot in the 
socket of a recently extracted tooth; however, 
the socket may contain food debris. Alveolar 
bone may be visible in the socket, and you may 
smell foul breath. The patient's temperature is 
probably elevated. 

TREATMENT.— Gently rinse the socket 
with warm saline. Moisten a small strip of 
surgical gauze with eugenol, and press the gauze 
between two dry gauze pads to remove excess 
moisture. Place a strip of surgical gauze loosely 
in the socket. Do not exert pressure on the 
socket when placing the strip. Have the patient 
return daily. Clear the socket and change the 
dressing until the condition is corrected. 
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Fractured Teeth 

Pain in fractured teeth usually results from 
the irritajtion of the pulp tissue. The primary 
goal is to lessen the pain and, if possible, prevent 
further injury while awaiting treatment by a 
dentist. 

There are four different types of tooth frac- 
tures. 

• Type I— This is a slight chip fracture of 
the tooth enamel as illustrated in figure 2-21. 
The pulp is not exposed. The tooth may be sen- 
sitive to heat or cold. 




TYPE! TYPE II 




TYPE III TYPE IV 
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Figure 2-21. -TyjHrs of tooth fractures. 



TREATMENT.— Smooth sharp edges of the 
chipped area with sandpaper strips to eliminate 
irritation of the tongue and lips. Apply small 
amounts of cavity varnish over the chipped area. 
Tell the patient not to take extremely hot or cold 
foods and liquids since this may damage the 
tooth pulp and be very painful. 

• Type II— This is a fracture with slight ex- ^ 
posure of the pulp (fig. 2-21). It is a more serious 
fracture than type I. The patient experiences 
severe pain from thermal changes in the affecCed 
tooth. 

TREATMENT.— Select a plastic;^ crown 
form, and trim it with scissors to adapt it to the 
fractured crown. Place two or three small holes 
in the incisal edge of the crown form with a 
sharp, clean needle or pin. Fill the crown form 
with a thin mix of calcium hydroxide or ZOE. 
Gently place the crown form over the fractured 
crown. Remove excess moisture from the crown 
form with gauze and cotton pellets. Tell the pa- 
tient to eat a diet consisting of soft foods and to 
avoid extremely hot or cold foods and liquids 
and sticky foods. 

• Type III— This is a lai|e fracture with 
much pulp exposure, such asAvhen the entire 
crown of the tooth is broken oif (fig 2-21). The 
pain is severe and masticatiora of food is almost 
impossible. ^ 

TREATMENT.— Place a crown over the 
affected tooth as explained in the treatment of 
type II fractures. It may be impossible to place a 
crown form over the fractured tooth because the 
pressure of the crown against the pulp tissue 
may cause pain. If this happens, place a splint 
rather than a crown form on the tooth. 

Make the solint by preparing a large mixture 
of ZOE. and add cotton fibers from a cotton 
pellet for strength. Place the splint so that it 
covers the affected tooth and the teeth im- 
mediately adjacent to it. See figure 2-22. Place 
the mixture well up on the lingual and facial 
aspects of the gingival tissue. Gently compress 
the splint between your finger and thumb to lock 
it into the interproximal spaces. Trim the splint 
from the incisal edges ot the teeth so the 
patient's occlusion is normal. 
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Figure 2-22. — Properiy placed splint. 



Advise the patient to lei the splint harden for 
several hours before attempting to eat (see food 
restrictions under type II). Refer the patient to a 
dentist as soon as possible. 

n Type IV-^This is a fracture of the root, 
which may be further complicated by a fracture 
of the crown (fig 2-21). The pain is severe, 
mastication is almost impossible, and there may 
be a great deal of tooth mobility. Radiographic 
diagnosis is often the only sure way to determine 
a type IV fractuie. However, any mobile tooth 
with a very recent history of trauma should be 
treated as a type IV fracture. 

TREATMENT.— Place a splint in the same 
way as for a tj^pe III fracture. 

Traumaticaliy Extracted Teeth 

Occasionally, a patient may report with a 
tooth that has b6en knocked out of the socket. 
When this happens, imn^ediately place the tooth 
in sterile saline, and send it along with the pa- 
tient to a dentist. If a dentist is not available, at- 
tempt to replace the tooth in the socket and 
stabilize it. If there is no root or alveolar 
fracture, anterior teeth often slip back into the 
socket very easily. 
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DENTAL RECORDS AND FORMS 
> 

A working knbwledge^f the dental records 
aftd forms used in the Navy is^essential for, you 
to correctly use and understand -theii^purpo'se. • 

A DD 722-1, Dental Folder, is prepared for 
every individual on active duty in the Navy and 
Marine Corps. It will contain SF 603, Dental, 
and NAVMED 6600/4, Navy Periodontal 
Screening Examination (NPSE), that are filed 
on the right side in top to bottom sequence. The 
left side will contain the sequential bitewing 
radiographic mount; panographic or full mouth 
radiographs; NAVMED 6600/3, 'Dental Health 
' Questionnaire; ^and DD 2005, Privacy Act State- 
ment. These forms will' also be filed in top to 
bottom sequence. 

DD 722-1 is similar to DD 722, He^th 
Record, in appearance. The outside front of DD 
722-1 should have the patient's name, SSN, and 
date of birth on the upper edge* The patient's 
dental classification will be designated on the tab 
of the dental folder by placing a color-coded 
strip^ of tape over the word *TORM." 

White tape indicates a Dental Class 1— No 
pathological oral conditions requiring treatment 
other than routine preventive measures. 

Green tape- indicates a Dental Class 
2— Minor pathological conditions exist that re- 
quire only routine or elective treatment 
measures. These treatments may be postponed 
up to 6 months. 

Yellow tape indicates a Dental Class 3— Ex- 
istence of pathological conditions requiring early 
treatment measures. 

Red tape indicates a Dental Class 
4— Unknown oral classification because the pa- 
tient has not received a dental examination in the 
past 12 months or the patient's dental record has 
been lost. 

The dental record is verified when an in- 
dividual reports to a new command and once a 
year thereafter. The verification information is 
stamped on the front of DD 722-1. The in- 
dividual's duty station is entered on the 
designated space on the front of the dental 
record to facilitate the return of lost or mis- 
placed records. 

SF 603 is an aid to diagnosis, treatment, 
planni^, and practice management. It is a 
means-^f identification and a record of the 
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Figure 2-23.— Dental Health Questionnaire, NAVMED 6600/3. 
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initial examination showing missing teeth, ex- 
isting restorations, diseases, and other abnor- 
malities. It is also a record of diseases and 
abnormalities occuring after the initial examina- 
tion; a chronological record of dental care; and 
a basis for dental statistical information. It will 
be prepared for all members of the Navy and 
Marine Corps as directed by MANMED. SF 
603-A is the Dental-Continuation Sheet. 

NAVMED 6600/3, shown in figure 2-23, is a 
self-explanatory form. The first part is used to 
record the patient's chief complaint. The second 
is the Check and Sign section and is. normally 
completed by the patient. It is a simplified state- 
ment of the patient's medical history. All 
positive responses require explanatib^, 



especially the items for **any allergies or 
sensitivities," ''ill effects from injections of 
Novocain or Xylocaine," and ''heart 
disease/rheumatic fever/murmur," which will 
be recorded on SF 603; DD 722-1; SF 600, 
Chronological Recordrof Medical Care; and SF 
601, Immunization Record. You must make sure 
the responses are marked in red in'prominent let- 
ters across the front of DD 722-l' and across the 
top of SF 603. The third portion of NAVMED 
6600/3 is used to record dental radiographs. The 
fourth portion is the Routing/Treatment Plan 
and is used to consult with other medical and 
dental personnel in the facility and to plan a 
course of examination leading to a diagnosis. 
The Patient Identification section must be com- 
pletely filled out and updated as necessary. 
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CHAPTER 3 

DIET THERAPY 



This chapter is concerned with the nutri- 
tional requirements for the healthy and for the 
sick, wounded, and convalescing patient. 
Research has proved that good health depends 
upon essential elements that the body needs 
throughout life. The well-nourished individual is 
usually mentally alert, is at a maximum of 
physical capability, and has a high resistance to 
disease. The daily basic minimum requirements 
must be continued and supplemented during 
periods of illness to m,eet changing needs of the 
body and its ability to use foods. Therefore, the 
diet is an important factor of the therapeutic 
plan for each patient. 



FOOD CLASSIFICATION 

Foods are substances from the animal, plant, 
and mineral kingdoms which, when taken into 
the body, yield heat and energy, build and renew 
tissues, and regulate the body processes and in- 
ternal conditions. Foods are classified as pro- 
teins, fats, carbohydrates, minerals, vitamins, 
and water. 

PROTEINS 

Proteins are important nutritive elements re- 
quired by man. They are found in both the 
animal and plant kingdoms. All proteins are 
composed of amino acids, some of which are ab- 
solutely essential to maintain life. Others are 
necessary for repair, growth, and body develop- 
ment. Proteins, which promote tissue growth 
and renev/al, have long been recognized as the 
. main structural unit of all living cells. Each gram 



(g) of protein yields 4 calories in the process of 
metabolism. (If sufficient carbohydrate is not 
supplied, the body will use protein for energy 
requirements. This protein may be obtained 
from muscle tissue to produce a ''wasting 
effect" in some diseases or long term 
starvation.) Although proteins also yield energy, 
they are an expensive source. A constant protein , 
source is required in the daily diet. The normal 
daily protein intake for adults should be .08 g 
per kilogram (kg) (2.2 lbs) of body weight, or 12 
percent of the total caloric intake, as indicated ui 
the 1979 Recommended Daily Allowances, Food 
and Nutrition Board, National Academy of 
Sciences. Pregnant women require 1.3 g of pro-^ 
tein per kg of body weight. 

Proteins play an important role in recovermg 
from injuries of all kinds, such as fr-actures, 
burns, and infections. They are also important 
in healing wounds and recovering from surgical 
procedures. Protein intake should be increased 
in accordance with the severity of the above con- 
ditions. Calories must be sufficiently high in 
order to ''spare" protein for tissue repair. Car- 
bohydrates and fats can be added liberally. 
Ideally, the patient should receive protein by 
mouth; however, it is sometimes necessary to 
meet the minimum requirements through the 
parenteral route. Glucose parenteral solution, 
given during the acute emergency period, will 
prevent some loss of protein. Protein deficiency 
may stunt growth, promote a secondary anemia, 
or induce nutritional edema. Dietary sources of 
protein are. milk, yogurt, meats, fish, cheese, 
poultry, peanut butter, legumes, and nuts. (Pro- 
tein from plant sources is best utilized if 
combined with animal protein, such as milk plus 
peanut butter, or if legumes are combined with 
grains, such as Navy beans plus rice.) 
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FATS 

The chief functions of fats are to supply 
energy and transport fat soluble vitamins. Each 
gram of fat yields 9 calories. Fats provide the 
most concentrated source of calorics (thus 
energy) of all the food nutrients. They are found 
in both the animal and vegetable kingdoms. 
Fatty acids and glycerol are the end products of 
the digestion of fats. In the normal diet, fats 
should contribute 30 percent of the calories. 
. Saturated fat intake should be no more than 10 
percent of the total calories. Cholesterol may be 
limited to 300 milligrams (mg) per day. 

Many fats act as carriers for the fat-soluble 
vitamins A, D, E, and K; they also act both as a 
padding for vital organs, particularly 'the 
kidneys, and as subcutaneous tissue to help con- 
serve body heat. Fat is stored as adipose (fatty) 
tissue to form a reserve supply in time of need. 
Fats delay gastric emptying and promote satiety.* 
Excess calories from fat may produce obesity, 
< the forerunner of arteriosclerosis, hypertension, 
gallbladder disease, and diabetes. Too little fat 
in the diet may lead to being underweight, hav- 
ing insufficient padding for the vital organs, and 
lowered energy. Dietary sources of fats are 
butter, margarine, cream cheese, fatty meats, 
whole milk, olives, avocados, egg yolks, nuts, 
and vegetable oils. 

CARBOHYDRATES 

Carbohydrates (sugar and starches) are the 
most efficient sources of energy and are known 
as the *Tuel of life.** They are abundant in food. 
The Senate Select Committee on Nutrition and 
Human Needs, 1977 Dietary Goals for the 
United States, Second Edition, recommends that 
complex carbohydrates and naturally occurring 
sugars make up 48 percent of total caloric in- 
take, and refined and processed sugars 10 per- 
cent. 

Each g of carbohydrate yields 4 calories in 
the process of its metabolism. Carbphydrates 
must be reduced to glucose before they can be 
used by the body. Carbohydrates are stored in 
the liver as glycogen. The glycogen is broken 
down and released as glucose at the exact rate 
needed by the body. This mechanism is con- 
trolled largely by the insulin from the pancreas. 



During fasting glycogen is rapidly depleted, 
which leads the body to use its fat for energy. 
The main functions of carbohydrates are to: (1) 
furnish the main source of energy for muscular 
work and nutritive processes, (2) help maintain 
body temperature, (3) form reserve fuel, (4) 
assist in oxidation of fats and (5) spare protein 
for growth and repair. Excess carbohydrates are 
converted into adipose tissue. Dietary sources of 
carbohydrates are fruits, honey, sweets, ' 
legumes, potatoes, grains, sugars, and grain pro- 
ducts. 

MINERALS 

Although the mineral elements constitute 
only a small portion of the total body weight, 
they enter into the activities of the body to a 
much greater degree than their mere weight 
would indicate. Table 3-1 lists the essential 
elements, the foods that contain them, and their 
functions. Certain mineral elements are essential 
for specific body functions. It is not known ex- 
actly how many of the mineral elements are in- 
dispensible to the body functions, but changes 
of concentration that may seem small can be 
fatal. These essential inorganic elements con- 
tribute overwhelmingly to the skeletal 
framework of the body and the teeth, and are an 
essential part of many organic compounds. They 
form an integral part of all cell structure and 
circulate in body fluids. In addition, they exer- 
cise specific physiological influences on the 
function of body tissues. For the mineral needs 
to be met satisfactorily, the consumption of each 
element must be sufficient to cover body tissue 
requirements and to meet changing physio- 
logical needs. It was once believed that any diet 
that was adequate in other respects would also 
provide an adequate intake of the essential 
minerals. This is not true. Foods vary greatly in 
their mineral content. Depending on growing 
conditions and storing and preparation 
procedures, they may vary considerably in 
nutritional status. 

VITAMINS 

Vitamins are essential substances present in 
food in minute quantities. Although they do not 
furnish energy or act as tissue building materials, 
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Chapter 3— DIET THERAPY 
Tiblc 3-1.— Ttble of Mlnewl Elements in NutriUon 



Element 



Rich Sources 



Function in the Body 



IODINE 

SODIUM 

POTASSIUM 

MAGNESIUM 
CALCIUM 



PHOSPHOROUS 
IRON 

CHLORINE 
SULPHUR 

COPPER 
ZINC ' 



Seafoods, water, and plant life; 
in nongoitrous region, sodium 
iodine in iodized salt 

Table salt, seafood, animal 
products, and foods processed with 
sodium 

Avocados, bananas, oranges, 
potatoes, tomatoes, nuts, meat, 
coffee, tea, milk, and molasses 

Nuts, whole grain cereals, legumes, 
and vegetables 

Milk, yogurt, cheese, some green 
vegetables, molasses, sardines, and 
salmon 



. Milk, yogurt, poultry, fish, meats, 
cheese, nuts, cereals, and legumes 



Liver, egg yolks, meat, oysters, 
legumes, whole or fortified grains, 
dark green vegetables, and dried 
fruit 

Table salt, seafoods, and animal 
products 

Protein foods 



Liver, kidney, nuts, dried legumes, 
some shellfish, and raisins 

Meat, liver, eggs, seafood 
(t )pecially oysters), milk, and 
whole grain products 



Assists in normal functioning of 
the thyroid, gland. 



Regulates osmotic pressure, pH 
balance, and heartbeat. 



Regulates osmotic pressure and pH 
balance. (A constituent of all cells.) 



Assists in maintaining mineral 
balance. 

Assists in blood coagulation. 
Regulates the heartbeat, aids in 
regulating mineral metabolism 
and muscle and nerve response. ' 
(A constituent of bones and teeth.) 

Aids in metabolizing organic 
foodstuffs and maintains pH 
balance. (A constituent of bones 
and teeth.) 

Helps carry oxygen throughout 
the body. (A constituent of 
hemoglobin, blood, and tissue.) 

Regulates osmotic pressure. (A 
constituent of gastric acid.) 

Promotes hair and nail formation 
and growth. (A constituent of 
all body tissue.) 

Aids in the use of iron in 
hemoglobin synthesis. 

Regulates * growth, * taste acuity, 
and appetite. (A constituent of 
enzymes.) 
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they do act as catalysts in many body chemical 
reactions and are necessary for normal 
metabolic functions, growth, and health of the 
human body. Their absence results in malnutri- 
tion and specific deficiency diseases. Their 
chemistry is complex and nutritional experimen- 
tation is difficult, so our knowledge of them is 
being continually supplemented and revised. It is 
quite possible that additional vitamins will be 
discovered or that some of those already 
recognized may prove to contain more than one 
factor. 

Vitamins are so widely distributed in food 
that a properly prepared normal diet usually 
provides an adequate amount. (See figure 
3-1.) Some are destroyed in preparing or 
preserving certain foods. Some manufacturers 
add vitamins to their products to replace those 
destroyed or removed in processing. Fat-soluble 
vitamins (A, D, E, and K) can be stored in the 
body. It is possible ta consume excessive 
amounts of these nutrients and cause hyper- 
vitaminosis; death may result in extreme cases. 
Water-soluble vitamins (such as B complex and 
ascorbic acid) are not stored to any great extent. 

Vitamin supplements are usually not 
nec'^ssary if the diet includes a wide variety of 
* foods. Exceptions may occur in prenatal diets in 
which iron is low and fri patients proven to be 
deficient in a specific vitamin. Vitamin sup- 
plements should be taken only on a physician's 
or dietitian's recommendation. 

WATER 

The body can survive weeks without food, 
but only days wjthom water. It makes up 70 per- 
cent of the body v^eight and is found in every cell 
in the body. Water is the medium through which 
the nutrients are transported from the digestive 
iract to the cells where they are needed. It is also 
the medium through which the by-products pf 
cell metabolism are removed. Water also serves 
as the medium in which the chemicaj processes 
of life take place. Fluid needs are increased with 
sweating, vomiting, diarrhea, high protein diets, 
and hot environments. Water is normally taken 
into the body in beverages, soups, and in the 
form of solid foods. An insufficient intake may 
cause constipation, loss of weight, abnormal 
body temperature, and dehydration leading to 
ketosis. 

/ 

3^ 



GUIDE TO GOOD EATING 

Calculating therapeutic diets can be com- 
plicated and is best left to dietitians. For daily 
living, there is a simple, practical plan, based 
upon the classification of foods into groups ac- 
cording to the nutrient content. 

It is now common practice for dietitians or 
dietary kitchens tc^select foods for diets on the 
basis of food groups. See figure 3-1 for the 
Guide to Good Eating food groups. They are 
classified according to their nutritional value 
and the number of^servings that should be eaten 
each day. This figure can sen^e as a simple and 
effective guide in planning or evaluating diets. 

DIETS 

The appetite of the patient requires catering 
to, as patients tend to be more fastidious when 
sick. In some disease states such as cancer, pa- 
tients experience marked taste changes. Because 
of the importance of the nutritionaLelements in 
feeding the^ick, try to carry out the patient's 
wishes whenever possible. A tactful and obser- 
vant hospital corpsman will be most helpful to 
the physician and dietitian in carrying out the 
dietary regime. You must be aware of what com- 
prises a well-balanced diet and should be able to 
make dietary adjustments in special situations. 
This is important to meet the changing needs of 
the diseased body's ability to make use pf foods. 

The patient should be made to feel' that the 
utmost cleanliness and care have been observed. 
The patient's face and hands should be cleanf^d 
before food is served, anc^Lj^^lips and tfie.tlt 
cleaned before and after the m^Mf the mouth . 
is dry, it should be moistened periodically.'^*"' 

When special or modified diets are ordered, 
the contents of the tray should be checked with 
the written orders. An error in serving a special 
diet may cause discomfort, serious illness, or 
even death. 

OBJOTIVES OF DIET THERAPY 

The dietary objectives are: 
« To increase or deerease body weight 
To rest a particular organ 
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A GUIDE TO GOOD EATING 




MILK GROUP 

FOODS MADE FROM MILK CONTRIBUTE 
PART OF THE NUTRIENTS SURPLIFO BY 
A SERVING OF MILK. 
ADULTS 2 OR MORE SERVINGS. 



MEAT GROUP 

DRY BEANS AND PEAS, SOY EXTENDERS, AND 
NUTS COMBINED WITH ANIMAL PROTEIN (MILK, 
MEAT, FISH, POULTRY, EGGS, CHEESE) OR 
GRAIN PROTEIN CAN BE SUBSTITUTED FOR A 
SERVING OF MEAT. 
ADULTS 2 OR MORE SERVINGS. 





VEGETABLE AND FRUIT GROUP 

DARK GREEN, LEAFY, OR ORANGE VEGETABLES 
AND FRUIT ARE RECOMMENDED 3 OR 4 TIMES 
WEEKLY FOR VITAMIN A, CITRUS FRUIT IS 
RECOMMENDED DAILY FOR VITAMIN C. 



GRAIN GROUP 

WHOLE GRAIN, FORTIFIED, OR ENRICHED 
GRAIN' PRODUCTS ARE RECOMMENDED. 
ADULTS 4 OR MORE SERVINGS. 





OTHERS GROUP 

OILS, FATS, SWEETS, CONDIMENTS. FOODS IN 
THIS GROUP COMPLEMENT BUT DO NOT REPLACE 
FOODS IN THE OTHER GROUPS. AMOUNTS" SHOULD 
BE DETERMINED BY INDIVIDUAL CALORIC NEEDS 
AND DISEASE STATES. 



Figure 3-1.— A Guide to Good Eating. 
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• To adjust the diet to the body's ability to 
use certain foods 

• To produce some specific effect as a 
remedy; for example, to regulate blood sugar in 
diabetes 

• To.overcome deficiencies by the addition 
of food rich in some necessary element 

• To provide ease of digestion by omitting 
irritating substances, such as. fiber, 
condiments, or fried foods 

Diets used in the treatment of disease are 
often spoken of by names that show a special 
composition and often indicate the purpose for 
which the diet is intended. 

REGULAR DIET 

The regular diet composed of all types of 
foods, is well balanced and capable of maintain- 
ing a state of good nutrition. It is intended for 
convalescing patients who do not require a 
therapeutic diet. 

MO JIFIED OR THERAPEUTIC DIETS 

These diets are modifications of the regular 
diet designed to meet specific patient needs. 
These include: 

• Method of preparation (boiling or 
broiling) 

• Consistency (ground or chopped) 

• Total calories (high or low calorie diets) 

O Nutrients (altering carbohydrate, 
protein, fat, vitamins, minerals) 

• Allowing only specific foods (diabetic 
diet) 

Soft 

This diet is soft in texture and consists of liq- 
uids and semisolid foods. It is indicated in cer- 
tain postoperative cases, for convalescents who 
cannot tolerate a regular diet, in acute illnesses, 
and in some gastrointestinal disorders. It is an 
intermediate step between the liquid and regular 



diets. It is low in connective tissue and indigest- 
ible dietary fiber* Little or no condiments are 
used in its preparation. 

Soft diets include all liquids in addition to 
well-cooked cereals, pastas, white bread and 
crackers, eggs, cottage cheese, tender mc .t, fish, 
poultry, and vegetables including baked, 
mashed, or scalloped potatoes. Foods not 
allowed include fried foods, raw vegetables, and 
nuts. Desserts permitted are custards, gelatin 
puddings, soft fruits, and simple cakes and 
^cookies. Vegetables can be pureed and meats 
ground for dental patients. 

Liquid 

This diet consists of foods that are in a liquid 
state at body temperature. It is indicated in some 
postoperative cases, aciite illnesses, and inflam- 
matory cond^itions of the gastrointestinal (GI) 
tract. It is important that feedings consisting of 6 
to 8 ounces or more should be given every 2 to 3 
hours while the patient is awake. These diets are 
usually ordered as clear, full, or dentaj liquid. A 
clear liquid diet includes clear broths, bliack tea 
or coffee, plain gelatin, and clear fruit juices 
(apple, grape, and cranberry), popsicles, fruit 
drinks, and soft drinks. This diet is inadequate 
in all nutrients. A full liquid diet includes all the 
liquids served in a clear liquid diet with the addi* 
tion of strained soups and broths, milk and milk 
drinks, ice cream, sherbet, puddings, and 
custard. The ail liquid diet is inadequate in iron, 
niacin, and possibly Vitamin A and thiamin. A 
dental litjuid diet includes foods blenderized and 
strained in liquid form and all foods allowed on 
clear and full liquid diets. Vitamin and mineral 
supplements may be necessary with the dental li- 
quid diet if the recommended amounts of food 
are not tolerated. 

High Calorie 

This diet is of a higher caloric value than the 
average patient normally requires. An increase 
in total calories is needed by patients who are 
malnourished, underweight, postsurgical, or 
convalescing from acute illnesses such as infec- 
tions, burns, and fevers. The increase in calories 
is obtained by supplementing or modifying the 
regular diet with high calorie foods or 
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commercial supplements, giving larger portions, 
or adding snacks. It is given to meet a need for 
energy caused by the more rapid metabolism 
which accompanies certain diseases, especially 
fever, hyperthyroidism, poliomyelitis, and 
tuberculosis. In the liquid or soft diet, the 
caloric value is increased by adding fats and 
carbohydrates. Proteins are added to prevent 
depletion of proteins in the plasma (hypo- 
proteinemia). As the patient progresses, a more 
solid diet is given. 

Good sources of high calorie foods are whole 
milk, cream, sweets, butter, margarine, fried 
foods, gravies, sauces, and ice cream. Between- 
mcal feedings consisting of milk, milkshakes, 
cheese, cookies, or sandwiches are recom- 
mended, but they should not interfere with the 
patient's appetite at mealtime. 

High Protein 

As preyipusly stated, protein is essential for 
tissue growth and regeneration. The high protein 
diet is indicated in almost all illnesses; for 
example, nephrosis, cirrhosis of the liver, infec- 
tious hepatitis, burns, radiation injury, frac- 
tures, some GI disorders, other conditions in 



which the protein blood level is low, and in 
preoperative and postoperative (POSTOP) 
cases. 

In some acute illnesses and disorders, such as 
infectious hepatitis, GI disorders, and 
postoperative conditions, patients may be 
unable to consume solid foods or the daily re- 
quirement of protein because of pain or nausea. 
Therefore, intravenous fluids and nutrients must 
be substituted for the patient to receive the re- 
quired amount of protein. 

Protein-calorie deficiency is a definite factor 
in POSTOP wound disruption. This disruption 
can best be prevented by nutritional measures 
before surgery. Antibody production will be 
decreased if the patient receives inadequate pro- 
tein. 

The daily recommended intaki of proteins 
for most patients is at least 1 g per kg of body 
weight (approximately 70 g). The seriously 
burned and radiation injury patients should 
receive about 300 g daily. 

Supplement the regular diet with high- 
quality protein foods such as meat, fish, fowl, 
cheese, milk, and eggs as listed p table 3-2. 



Table 3-2.— Sample High Calorie— High ProtelaJJIet 



BREAKFAST 

Prui^ _\ ^ 1 fresh or 1/2 cup 

canned or stewed 

Cereal . . ) 1/2 cup whole wheat, 

cooked 

Eggs or low 
cholesteral egg 

substitute 2 or more daily 

Bread or toast 2 slices enriched or 

whole wheat 

Butter or margarine 2 pats or 2 tsp* 

Jam or jelly 1 ^bsp 

Whole milk 1 cup 

Coffee ^^^h sugar/cream 

♦1 pat (butter or margarine) = 1 tsp 
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Table 3-2.— Sample High Calorie-^High Protein Diet— ConUnucd 



MIDMORNING 

Milk, milk products, 

or sweetened fruit juice 1 cup 



LUNCH 

Soup 3/4 cup thick or cream 

Lean meat 4 oz (Cheese, fish, or 

fowl may be substituted.) 

Potato 1/2 cup 

Vegetables 1/2 cup 

Salad 1/2 cup 

Salad dressing 1 tbsp 

Bread 2 slices enriched or whole 

wheat 

Butter or margarine 2 pats 

9 

Fruit 1 fresh or 1 /2 cup canned 

or stewed 

Whole milk 1 cup 

MIDAFTERNOON 



Milk, milk products, or 

sweetened fruit juice 1 cup 



SUPPER 

Soup 3/4 cup thick or cream 

Lean meat 4 oz (Cheese, fish, or 

fowl may be substituted.) 
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Table 3-2.-S*mpl« High Calorie— High Protein 
I Diet— Continued 



SUPPER— ConUnued 

Potato........ 1/2 cup 

Vegetables 1/2 cup 

Salad 1/2 cup 

Salad dressing 1 tbsp 

gjggjj * 2 slices enriched or 

whole wheat 

Butter or margarine 4 pats 

pjyif v 1 fresh or 1/2 cup canned 

"." ' or stewed 

• Dessert .' 1/2 cup pudding, 

, ' ' ' ^ custard, or ice cream 

Whole milk 1 cup 



BEDTIME 

Milk, mill^ products, 

or sweetened fruit jucie 1 cup 



• . ^ Low Calorie 

Low calorie diets are used in the treatment of 
obesity, but may also be used to control weight 
in medical conditions such as arthritis, hyperten- 
sion, diabetes, cardiac disease, or 
hypothyroidism. A Josj of^l to 2 pounds a week 
is a medically acceptable reduction in weight. 
Low calorie diets consist of 800 to 1800 calories 
per day. A sample 1200 calorie diet is shown in 
table 3-3. Calorie levels are determined by physi- 
cians and dietitians to help meet specific in- 
dividual patient weight loss goals. The daily 
intake of proteins should be at least 1 g per kg of 
standard body weight. Supplemental vitamins 
may be ordered if the prescribed diet is ^ess than 
1200 calories. , 



Patients on low-calorie diets should be in- 
structed by the dietitian (if available) or other 
medical persOai^el knowledgeable in proper 
eating habits. The dietitian conducts patient in- 
terviews to learn the patient's eating behavior, 
usual portions, preparation of foods, meal pat- 
terns, nutritional adequacy, exercise, and so 
forth. Individu'al programs should then 
be advised to assist patients to attain and 
maintain their ideal weight. 

The Handbook of Clinical Dietetics lists the 
formula for determining ideal body weight as 
follows. For females, the basic weight for 5 feet 
is 100 pounds. Add 5 pounds for every inch over 
5 feet. For males, the basic weight for 5 feet is 
106 pounds with 6 pounds added for every inch 
over 5 feet. Adjustments must be made for body 
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Ttbk 3^.-StmpW 1200 Calorie Diet 



0 

BREAKFAST 

Fruit 1 small fresh or 1/2 cup 

unsweetened canned 

Egg . : 1 Not prepared in butter, 

margarine, or oil. (1 oz 
lean meat may be 
substituted.) 

Bread or cereal 1 slice or 3/4 cup dry 

cereal 

Butter or margarine 2 pats 

Milk 1 cup skimmed or 

buttermilk 

Coffee or tea without sugar or cream 

LUNCH 

Soup \^ 1 cup clear broth or 

strained soup 

Lean meat 3 oz (Low fat cheese, 

or baked fish or fowl 
may be substituted.) 

Vegetables i 1/2 cup 

Salad 1/2 cup 

S^lad dressing 1 tbsp low cal 

Bread 2 slices 

Butter or margarine. . *^ 3 pars 

Coffee or tea "^^^ without sugar or cream 

>• 



Chapter 3— DIET THERAPY 
Table 3-3.— Scrapie 1200 Calorie Diet 



SUPPER 

Soup I cup clear broth or 

strained soup 

o 

Lean meat 3 oz (Low fat cheese, 

or baked fish or 
fowl may be sub- 
stitui^d.) 



Potato, bread, 

or rice 1 medium, 1 slice, or 

1/2 cup cooked 

Vegetables y 1/2 cup 

Lettuce salad ^ Unlimited 

Salad dressing 1 tbsp low cal } 

Butter or margarine 1 pat 

Pruil \ 1 small fresh or 

\ 1/2 cup unsweetened 
scanned 



Milk 1 cup skimmed or 

buttermilk 



Coffee or tea without sugar or 

cream 



Limit cooking fats, alcoholic beverages, fatty meats, rich and sweet 
de*?serts, nuts, cream, sugar, butter or margarine (other than allowed 
a*nounts), thick soups, fried foods, and oily salad dressings. 
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build. Reduce desired weight by 10 percent for a 
small frame; increase it by 10 percent for a large 
frame. Total csToric requirements are based on 
ideal body weight plus activity. 

, Many patients on low-calorie diets ex,- 
perience hunger. To satisfy this hunger or ap- 
petite, low-calorie foods such as raw vegetables, 
dill pickles, broth, black coffee or tea, and bran 
should be provided. Water and salt need not be 
restricted unless there are cardiac complications 
or edema and the restrictions are ordered b> the 
physician. 

Low Protein 

As the name implies, this diet is made up of 
foods that furnish only small amounts of protein 
and consists largely of carbohydrates and fats. 



Calories should be high to **spare" protein. 
Foods such as marshmallows, hard candy, and 
butter are used liberally. It is used in renal 
diseases associated with nitrogen retention or GI 
disorders when putrefaction is present. Limited 
amounts of protein are sometimes advocated in 
certain kidney diseases such as chronic nephrotic 
edema. Low protein diets for renal failure are 
usually restricted in sodium and potassium as 
they are not excreted properly. In some cases of 
chronic renal insufficiency, the protein content 
of the diet is varied, usually between 40 and 50 g 
per day, so that there will be sufficient complete 
protein to maintain nitrogen equilibrium. 

In some metabolic disturbances such as 
arjiino acids in the urine, protein restriction jnay 
be of therapeutic value. A sample low protein 
diet is listed in table 3-4. 



Table 3-4.— ^Sample Low-Protein Diet 



BREAKFAST 



Fruit or iuice 



1 citrus fruit or 

1/2 cup other fruit 

juice (Recommended once 

daily) 



Cereal 1 cup whole wheat, 

cooked 

Egg 1 daily 

Toast 1 slice 

Butter or margarine 1 pat or more 

Jelly or jam As desired 

Coffee As desire 

C^eam As desired 



6'. 
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Table 3*4.— Sample Low-Protein Diet 



LUNCH 

Soup 1 bowl, clear 

Meat 2 oz 

Potato 1 medium, baked 

Salad 1/2 cup 

Fruit • 1 grapefruit or orange 

Bread '• 1 slice 

Jelly or jam As desired 

Butter of margarine \ pat 

Coffee As desired 

Hard^^y .' As desired 

SUPPER 

Soup 1 bowl, clear 

Cottage cheese 2 oz 

Vegetables 1/2 cup 

Salad I'/^cup 

~~" Bread 1 sli<ie 

. " Jelly or jam As desired 

Butter or margarine \ pat 

Marshmallowfe As desired 

Fruit <• 1 small piece 

Milk 1 cup 

Avoid meat and milk (other than allowed amounts), peas, beans, nuts, 
cheese, and desserts or soups containing milk or eggs. 
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High Residue Diet 

The high residue (high bulk, high fiber, high 
roughage) diet is indicated in atonic constipa- 
tion, spastic colon, irritable bowel syndrome, 
and diverticulosis. This diet encourages regular 
elimination by stimulating muscle tone, creating 
softer and larger stools that are more easily pro- 
pelled through the colon. This reduces the pain 
and cramping that accompany spastic colon or 
irritable bowel syndrome. 

The patient is given a regular diet with the in- 
elusion of high residue foods. The main sources 
of fiber are whole grain breads and cereals, 
bran, fresh fruits, and vegetables which are raw 
or cooked until tender crisp. Whole grain breads 
and cereals that contain wheat bran have a 
greater laxative effect than fruits and vegetable's, 
because the bran acts to absorb water within the 
colon. At least one serving of 100% wheat bran 
cereal is recommendec^aily. Raisin bran, bran 
flakes, shredded wheatf "Shd oatmeal may be 
used occasionally, but they contain less than half 
the amount of fiber in All Bran or Bran Buds. 
Fresh fruits and vegetables with edible skins such 
as apples and grapes are higher in fiber than 
canned fruits or vegetables and their juices. 

Dietary intake of refined sugars and starches 
should be decreased as they are poor sources of 
fiber. Limit white flour products, .refined 
cereals, pies, cakes, and cookies. 



Fluids are increased. Too little fluid in the 
diet may cause dehydration and lead to constipa- 
tion. The patient must drink at least 8 glasses of 
water or other fluids daily, particularly when 
consuming the recommended amount of bran. 
Drinking too much alcohol, coffee, cola, tea, 
and soft drinks can irritate a sensitive colon and 
can cause dehydration. If possible, use decaf- 
feinated coffee. One or two glasses of water in 
the morning helps to stimulate peristalsis. 



Excessive intake of alcohol, caffeine contain- 
ing beverages (coffee, tea, co!as), chili powder, 
dried beans, fruits with seeds and skins, nuts, 
pepper, popcorn, and strong spices may cause ir- 
ritability. These foods should be individualized 
to the patient. 

When progressing from a low residue diet 
after an acute infection or diverticulitis, increase 
fiber in the diet gradually. Start by adding one 
serving of 100% bran cereal and three servings 
of whole grain bread to the low residue menu 
pattern. Gradually increase the amount of raw 
vegetables and fresh fruits to at least four serv- 
ings per day. 

Laxatives may cause decreased absorption of 
vitamins, loss of minerals, or inhibition of 
glucose uptake. 

A sample high residue diet is contained in 
table 3-5. 



Table 3-5.^Sampie High-Residue Diet 



ON RISING 

Water 1 or 2 glasses 

BREAKFAST 

Fresh fruit or fruit juice 1/2 cup 

Cereal 1 cup whole grain, 

oatnn^;^ with bran 

Egg 1 Prepared in any style. 

(1 oz meat may 
be substituted.) 

« 
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Table 3-5.— Sample Hlgh-Rtsldue Diet— Continued 



BREAKFAST— Continued 

Bread ^ ^"^^ whole wheat 

Butter or margarine As desired 

Milk 1 cup 

Beverage Decaffeinated coffee, 

tea,, as desired 

LUNCH 

Soup ^ cup with bran 

Meat J 4 oz 

Potato t . . * 1 medium 

Vegetables J 1/2 cup 

Salad • • • > * • • • cup lettuce, celery, 

or tomatoes " ■ 

Saiad dressing • As desired 

Bread ^ ^''ce whole wheat 

Butter or margarine As desired 

Dessert 1 serving 

Beverage '• As desired (Decaf- 

feinated Coffee, tea) 

SUPPER 

Soup 1 cup with bran 

Meat < 4 oz 

Potato 1/2 cup 

Vegetables 1/2 cup 

Salad.. As desired 

Salad dressing As desired 

Fresh apple 1 large 

Beverage As desired (Decaf- 

feinated coffee, tea) 

BEDTIME 

Pfuit , Prunes, figs, dates, 

raisins, or pears 
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^ i — 

Crisp bacon; tender meat, 
fish, or fowl that is baked, 
boiled, or broiled 

Whole or skim, cream, 
or cocoa (2 cups daily) 

All strained, creamed, and 
pureed 

Pureed spinach, peas, 
carrots, string beans, 
asparagus tips, squash, 
white potatoes (2 servings 
daily) 



Foods to Avoid 

Avoid raw and dry fruits, coarse whole grain 
cereals, nuts, uncooked cheeses, fatty foods, 
rich desserts, hot breads, fried foods, spicy 
seasonings, fibrous meats, alcoholic beverages, 
very hot or very cold foods; gas-forming 
vegetables such as cabbage, turnips, di^ lentils, 
beans; and onions. A sample low residue diet is 
contained in table 3-6. 



Low Sodium 



A low sodium diet consists of foods contain- 
ing a very small percentage of sodium with no 
salt added in preparation or by the patient. It is 
impossible to prepare an absolutely sodium-free 
diet. 

The low sodium diet is indicated when edema 
is present, in renal diseases, in hypertension, and 
in certain cardiac conditions. 

The nephrotic patient is often unable to ' 
Crete sodium in a normal manner. The kidnc 
retention of sodium leads to edema. A low- 
sodium diet is thus indicated with no restriction 
on salt-free fluids. Such patients should be en- 
couraged to drink 2,000 to 3,000 milliliters (ml) 
of low sodium fluids daily. 

The allowance of sodium in a strict low 
sodium diet is 250 to 1000 mg daily. The 
allowance of scdkuqi in a moderate low sodium 
diet is 2000 mg or 2tg. Regular d-ets with no salt 
added contain 2.4 to 4.5 g of sodium. 



* Low Residue 

This diet is indicated in ulceration, inflam- 
mation, and other gastric disorders, such as par- 
tial intestinal obstruction. It is also used in 
certain POSTOP states that affect any part of 
the GI tract, for example, a hemorrhoidectomy. 
Low residue diets are also used in treating 
dysenteries of long duration. 

The purpose of this diet is to provide 
nonstimulating and nonirritating, easily digested 
material that leaves little residue to avoid 
mechanical irritation of the GI tract. Conimer- 
cially prepared low residue supplements ^uch as 
"Vivonex" by Eaton or **Precision Low 
Residlie" by Doyle, may be given to provide 
complete nutrition. 



Foods Allowed 

Beverages: 

Bread: 
Cereals: 

Cheese: 
Desserts: 



Eggs: 

F.<!: 

Fruits: 



Orangeade, grapeade, and 
lemonade; weak tea and cof- 
fee; decaffeinated coffee 

White, enriched 

Cooked, refined corn, rice, 
and wheat cereals, grits 
(No bran) ^ 

Cottage, cream, and mild 
Cheddar in cooking 

Rice and tapioca puddings, 
custards, gelatin, ice cream, 
plain cake, and cookies. 
(Count desserts containing 
milk in the milk allowance.) 

Soft cooked or poached 
(1 or 2 daily) 

Butter, margarine, and 
salad dressmg - 

Orange juice, grapefruit juice, 
and strained apples, peaches, 
pears, and ripe bananas 



Meat: 

Milk: 

Soups: 

Vegetables: 
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Ttbk 3-6.--Stmple Low Residue Diet 



BREAKFAST 

Fruit juice • 1/2 cup orange, grape- 

fruit, or apple 

Cereal 1 cup cream of wheat or 

rice 

Egg 1 poached 

Bread 1 slice white, toasted 

Butter or margarine As desired 

Beverage Milk (1 cup), tea, 

or coffee 

LUNCH 

Soup 1 cup vegetable, 

strained or pureed 

Meat » 3 broiled meat, 

fish, or fowl 

^Potato ; 1 medium white 

Vegetable 1/2 cup pureed 

Bread 1 slice white 

Butter or margarine As desired 

Dessert ^ 1 serving plain cake 

or cookies 

Fruit < 1 ripe banana 

BeVeragG. Coffee or tea 

347 
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Table 3-{.— Sample Low Residue Diet 



SUPPER 

* - * 

Soup ' 1 cup stj|iined tomato ' 

Meat ^ 3 oz Broiled meat, 

fish, or fowl 

Potato 1 medium white 

Vegetable 1/2 cup pureed 

Bread 1 slice white 

Butter or margarine As desired 

Dessert 1/2 cup pureed peaches 

Beverage Milk (1 cup), coffee, 

or tea 



Any diet in which the amount of sodium is 
drastically reduced has possible side effects. The 
patient who is on this regimen must be con- 
-stantly observed, particularly in warm climates, 
for lassitude, complaints of weakness, anorexia, 
nausea and, vomiting, mental confusion, ab- 
dominal cramps, and aching skeletal muscles. 



Foods Allowed 
Beverages: 



Bread 



Milk (2 cups daily),* Car- 
bonated beverages (1 cup 
daily), unsalted fruit juices, 
coffee, and tea 

Made without baking soda, 
baking powder, or salt. Low 
sodium baking soda and bak* 
ing powder are allowed. 
Regulai;»bread is provided on 
diets of 2000 mg sodium and 
above. 



Cereals: 



Desserts: 



Fat: 



Fruits: 



Meat: 



Cooked without salt. Puffed 
wheat or rice, or shredded 
wheat 

Any desserts made without 
salt, baking soda; or baking 
powder. 

Unsalted butter and 
margarine, shorien\ng, creanu, 
oil, low sodium Salad-dressing 

Any^unsalted canned, cocked, 
fresh frozen, or raw fruit 



Meat, fish, or fowl prepared 
without salt or sodium com- 
pounds such as meat tender- 
izefT, steak sauce, soy sauce 
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Soups: 



Sweets: 



Vegetables: 



Low sodium including 
broth 



Pure sugar candy, 
and jams and jellies 
made without sodium 
benzoate 



Salt-free raw, cooked, 
or canned dietetic 



Fopds to Avoid 

Avoid cultured buttermilk, chocolate milk; 
TDancakes, waffles, and desserts prepared with 
salt, baking soda, or baking powder; most in- 
stant cooked cereals; jam, jelly, or dried fruit 
containing sodium benzoate; vegetables 
prepared with salt; salted condiments; canned, 
salted, or smoked meats; soy sauce, MSG 
(monosodium glutamate), steak sauce, pickles, 
olives, salted nuts, and peanut butter. See table 
3-7 for a sample low sodium diet. 



Table 3-7.— Sample Low Sodium Diet (1,000 mj) 



BREAKFAST 



Fruit 1/2 cup 

Cereal 1/2 cup unsalted or low 

sodium oatmeal 

Egg 1 soft cooked ^ 

Bread 1 slice low sodium, 

toasted 

Butter or margarine 1 pat unsalted * , 

or low sodium 

Beverage 1 cup coffee 

LUNCH 

Soup 1 serving low sodium 

cream of tomato 

Meat 2 oz low sodium 

Potato 1/2 cup low sodium 

Vegetables 1/2 cufMow^odium 

Bread ^ slice low sodium 



ERiC 
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m 

Tabic 3-7.—Samp!e Low Sodium Diet (1,000 mg)— Continued 



LUNCH— Continued 



Butter or margarine 1 pat low sodium 

Fruit 1 piece, fresh 

Salad 1/2 cup 

Salad dressing 1 tbsp low sodium 

Beverage Juice or coffee 

SUPPER 

Soup 1 cup low sodium 

beef broth 

Meat 2 oz low sodium 

Potato 1/2 cup low sodium 

Vegetables 1/2 cup low sodmm 

Bread 1 slice iow sodium 

Butter or margarine 1 pat low sodium 

Fruit 1 sliced banana 

Salad 1/2 cup 

Salad dressing 1 tbsp low sodium 

Beverage 1 cup milk or coffee 



92 
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BLAND DIETS 

This diet may be helpful for gastritis, 
hyperacidity, hemorrhoids, peptic ulcers and 
other GI disorders. A dietary management of 
patients with chronic ulcer disease has been the 
subject of much controversy. Bland diets have 
traditionally been used for these patients. Ex- 
periments show that there is no significant dif- 
ference in the response of patients with an active 
duodenal ulcer to a bland diet. The Americm 
Dietetic Association states that the only known 
irritants to the gastric mucosa include alcohol, 
black pepper, caffeine, chili powder, cocoa, cof- 
fee, drugs, and tea. 

Emphasizing how to eat is as important as in- 
dicating what foods to eat, since there are in- 
dividual responses to bland diets. Offer the 
following suggestions to the patient: 

Avoid worry and emotional upsets at 
mealtime 

Chew food well and eat slowly 

Rest before and after meals 

Avoid foods of extreme temperatures 

If fruits and juices between meals cause 
distress, try including them with meals. 

The **Six Meal Bland Diet" follows the most 
conservative approach to the dietary treatment 
of active ulcer disease. Chemical, mechanical, 
and thermal irritants are eliminated. Meals are 
kept small to reduce gastric acidity and disten- 
tion. Avoided are fatty meats, fried foods, 
whole grain breads and cereals, dried beans and 
peas, cabbage family vegetables, bouillon, 
broths, chocolate, nuts, seeds, carbonated 
beverages, caffeine, coffee, decaffeinated cof- 
fee, and tea. Patients may use allspice, cin- 
namon, mace, paprika, sage, thyme, catsup, 
cranberry or mint jelly, and extract and flavor- 
ings without chocolate, salt, and vinegar. 

The **Bland Diet" allows a more liberal food 
selection, reduces the number of meals to three, 
and increases the quantity of foods given. 
Avoided are whole grain breads and cereal, 
bouillon, clear broths, chocolate, nuts, seeds, 
dried fruits, and caffeine. The diet must be in- 
dividualized to the patient. 

The ''Regular-No Stimulants Diet'' 
eliminates only those items which have been 



shown scientifically to irritate the gastric 
mucosa— alcohol, black pepper, caffeine, chili 
powder, cocoa, coffee, drugs, and tea. 

Decaffeinated coffee may be restricted as re- 
cent studies show that it causes increased gastric 
acid Secretion and esophageal pressure causing 
gastric acid reflux in the esophagus. Decaf- 
feinated coffee is only offered on the Bland Diet 
and the Regular-No Stimulant Diet if tolerated 
by the patient. 

Chronic and excessive use of antacids to treat 
hyperacidity and related conditions may result in 
thiamin deficiency, presumably because .of 
alkaline destruction of thiamin within the bowel 
lumen. Excessive intake of milk with antacids 
may cause systemic alkalosis and hypercalcemia. 
Milk may be contraindicated in patients with 
allergic reactions or lactase deficiency. 

Sample menu patterns follow for the Six 
Meal Bland Diet and Bland Diet. A sample 
menu pattern is nc .isted for the Regular-No 
Stimulants Di^t as ' is derived from the regular 
diet. 

Six Meal Bland Diet Sample Menu 



BkEAKFAST 



Juice 1/2 cup 

Egg, cooked without fat 1 

White toast 1 slice 

Butter or margarine 1 pat 

Jelly As desired 

Milk 1/2 cun 

AM SNACK 

Strained fruit 1/2 cup 

Plain cookie 1 

Eggnog 1/2 cup 
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Six Meal Bland Diet Sample Menu 



LUNCH 

Lean meat 2 oz 

Bland potato or substitute 1/4 cup 

Bland vegetable 1/4 cup 

Butter or margarine 1 pat 

Milk 1/2 cup 

PM SNACK 

White toast 1 slice 

Butter or margarine 1 pat 

Jelly as desired 

Pudding 1/2 cup 

Milk 1/2 cup 

SUPPER 

Lean meat 2 oz 

Bland potato or substitute 1/4 cup 

Bland vegetable ' 1/4 cu^ 

Butter or margarine 1 pat 

Milk 1/2 cup 

BEDTIME SNACK 

Plain cake 1 portion 

Milkshake 6 oz 



Bland Diet Sample Menu 



BREAKFAST 

Juice 1/2 cup 

Refined cooked cereal 1/2 cup 

Eggs or lean meat 2 or 2 oz 

White toast 2 slices ^ 

Butter or margarine 2 pats 

Jelly As desired 

Milk ; 8 oz. 

Decaffeinated coffee (if tolerated) 

LUNCH OR SUPPER 

Cream soup 3/4 cup 

Saltines 4 

Lean meat * 3 oz 

Bland potato or substitute 1/2 cup 

Bland^e^etable . : 1/2 cup 

Salad 1 portion 

Salad dressing As desired 

White bread or roll 1 

Butter or margarine As desired 

Bland dessert or fruit 1 portion 

Milk 8 oz 

Decaffeinated coffee (if lolerated) 
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Low Carbohydrate, High Protein Diet 

A low carbohydrate, high protein diet is us^d 
in the treatment of hypoglycemia. This diet 
limits simple carbohydrates which are quickly 
absorbed into the blood. A marked rise in blood 
sugar stimulates the pancreas to over-produce 
insulin which leads to a hypoglycemic state as 
too much sugar is transported out of the blood. 

The diet must be individualized to the patient 
as hypoglycemic reactions may occur at any time 
for various reasons. For example, meal skip- 
ping, inadequate calorie intake with excessive 
energy expenditure, and drinking alcohol may 
precipitate a low blood sugar reaction. 

The foods may be divided into 3 to 6 or more 
small meals. Liberal amounts of protein and fat 
are used as they are more slowly digested and ab- 
sorbed. Included are meats, fish, poultry, 
cheese, eggs, fats, low starch vegetables, and 
limited amounts of unsweetened fruit and juices, 
breads, cereals, and high starch vegetables. 
Because milk contains the sugar lactose, it 
should be limited to 2 cups a day for an adult. 

Sweets such as candy, sugar, jams, jellies, 
soft drinks, and pastries should be avoided to 
help prevent hypoglycemic reactions. They 
should be consumed only to quickly increase 
blood sugar levels during a hyiJOglycenuc reac- 
tion. If reactions are frequent, it is helpful to 
carry hard candy for qu' -md easy use. Handy 
high protei^ snacks to i*^lp prevent reactions 
ma> include cheese, peanut butter, milk, and 
hard boiled eggs.. 

A sample low carbohydrate, high protein 
menu follows: 



BREAKFAST 

Juice l/'2 cup uiisweetened 

Egg or meat 2 or 2 oz 

Bread 1 slice 

Butter or margarine . . As desired 
Milk : 1/2 cup 



AM SNACK 

Milk 1/2 cup 

Crackers 3 

Cheese 2 oz 

LUNCH 

Meat 4 oz 

Vegetable 

(non starch) 1/2 cup 

Starch vegetable 

(potato, corn, rice) 1/4 cup 

Butter or margarine ... As desired 

PM SNACK 

Milk 1/2 cup 

Meat 3 oz 

Fresh fruit 1 piece 

SUPPER 

Meat 4 oz 

Vegetable 

(non starch) 1/2 cup 

Unsweetened fruit 1/2 cup or 1 piece 

Butter or margarine ... As desired 

BEDTIME SNACJ^ 

^:ilk i/2ct3p 

Co^^tage ch^.cs'; 3/4 cup 

Graham crackeri 1 
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CHAPTER 4 

PRESCRIPTSON WRITING ANifi FILLING 



As you advance in rate to Hospital Corps- 
man First Class and eventually Chief Hospital 
Corpsman, your work will become more and 
more specialized, and your responsibilities will 
involve more supervision and training of others. 
Not only will you probably head up a depart- 
ment, but you will also hav^ more people work- 
ing under your supervision in various capacities. 
One of these departments for which you might 
conceixably become responsible is the phar- 
macy, the service that fills prescriptions. 

If you haven't already studied the chapter on 
pharmacy in the HM 3 & 2 training course, you 
should do so now, since this chapter is a con- 
tinuation of it. 

The key instrument used in the pharmacy is 
the prescription— the written order from the 
prescriber directing the pharmacy to cumpound 
and dispense a drug oi medication for the use of 
the patient. To accomplish th's coirectly, 
prescription writing and filling must be 
thoroughly understood. 

Any information pertaining to the prescrip- 
tion is confidential and shall not be ma ie known 
to persons not mvoived. 

Another impt nam point to remember is that 
a prcscririHon 0/ any part of it cannot be applied 
or transferred *o any person other man the pa 
tient specified. 

The P^^escription 

For proper utilization, .the prescription jnust, 
contain certain inform^ticm written legibly in ink 
on a bonafide prescription blank (DD Form 
1289, fig. 4-1) or a polyprescription blank 
(NAyMED 6710/6, fig. 4-2). The prescription 
shall contain the name of the ship or station 
.where it was written. This is important if the 
source of prescribing has to be tiaced. 



To avoid errors, the patient's full name,rate, 
and address, and age if under 12, shall be clearly 
written on the prescription. This wili aid in get- 
ting the right unedication to the patient for 
whom it is intended. 

The superscription **Rx'* means take o*- take 
thou or in effect, **I want this patient to have the 
following medication." 

Th(i inscription is that part of the prescrip- 
tion which lists the names and quantities of the 
ingredients to be used. Legibility here is of ut- 
most, importance since the spelling df^a great 
many unrelated drugs 'S quite similar. Whei\ever 
there is doubt as to the drugs or their amounts 
listed in the inscription, always double-check 
with the prescriber. The metric system should be 
used to list amounts. 

The subscript i on foUov s the inscription aiid 
is that part of the prescription which.gives d Sec- 
tions tc the compou'nder. >^ 

The sSgna, nov to be confused w'th the 
prejcriber's signature, is that part of the 
prescription which gives the directions for the 
patient. This portion is preceded by :he ab- 
breviation: **Sig." 

I asVbut by no means least, all prescripticns 
trust be signcid by the prescribe!. The 
picscriber's full name signature should be legible 
and tkj rate or rank, corps, and service should 
be includeo. Mimeographed, preprinted, or 
rubber-stamped prescriptions and signatures 
should not be used. 

Who May Write a Prescription 

According to chapter 21 of the Manual of ihe 
Medical Departmenty the following persons are 
authorized to write prescriptions: Officers of the 
Medical and Denial Corps, Medical Service 
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DD poRM 1289 

1 NOV 71 

^ DOD PRESCRIPTION 


\ 


FOR (Full name, address. & phone number) (li under 12. give age) 


John J Doe. HM3 . USN 




1/5.5. Neverforqofj-en (OD I7Q) 




MEDICAL FACILITY 

(y'.^.S. Nev&rforgoH-^n (DO 178) 


DATE 

iq April 77 


(Superscription) ' 

(Inscription) 

-fn. r'^ttUd^u^ 15 

(Subscription) 
(Signa) 


r ml. 

* 


MFGR: . Vi^yeth 


EXP DATE: 9/fl 




LOT NO: PitK/Oh 


FILLED BY: <^r 


10072 

H NUMBER 


SIGNATURE RA(f AND DEGREE 



EDITION OF 1 JAN 60 MAY BE USED FOR 
S/N 01 02LF 01 2-6201 



159.19 

Figure 4-1.— DOD Prescription. 
4-2 
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FOR (M,cf>^nic^lly Impnnt. Typeof Print Full N.mi. Address A Phoni) NOTE: CONTROLLED SUBSTANCES MUST BE PRESCRIBED 

ON DD FORM 1289. DOD PRESCRIPTION. AND MUST BE 



aohnTCioe../-/*^3,USA> . FILED INA SEPARATE FILE 



ORUCNAME 



tab 



MEOtCAl FACtliTY 



12 mo) 



I I INPATIENT 
[y| OUTPATIENT 



rfirscRtrTtONMUMSER 



/o 



0^ 6fq 



OAtr 



OATt 



OCdEl MO oos ck; 



SQCIAL UCUKirv NUM|€M 

'// 'li oO 



POLYPRESCRIPTION NAVM^D 6710/6 (5-73) 



S/N 0105.226.71)0 



DETACH BEFORE WRITING 



159.20 



Figure 4-2.- -Polypresciiption. 



Corps podiatrists, civilian physicians employed 
by the Navy, and independent duty Hospital 
Corps personnel. Qualified military nurse practi- 
tioners and military physician's assistants may 
write prescriptions when authorized in writing 
by the commanding officer. Medical and dental 
interns are not allowed to write prescriptions for 
substances listed in schedules II and ill. 

With the exception of the polyprescription, 
prescriptions will be limited to one item per 
prescription. (It goes without saying that it will 
also be restricted to one patient.) The use of 
brand names of drugs and medical stores should 
be avoided in prescription writing. Generic 
names will be used whenever possible. 

The quantity of the drug prescribed will be a 
reasonable amount needed for the patient. Ex- 
cessive or unrealistic quantities will not be 
prescribed. Erasures are prohibited, and in- 
terlineations must be initialed. 



Filling the Prescription 

When you as ihe compounder in the pharmacy 
receive a prescription for filling, you should 
follow certain basic steps to make sure that the 
right patient gets the right medicine in the right 
amount in the right way. There are no shortcuts 
in this business, nor is there room for any ifs, 
ors, or maybes— in pharmacy things are done 
right or not at all! 

Verification 

First of all, satisfy yourself that the prescrip- 
tion you have received is a bonafide one and that 
the person you have received it from is in fact 
entitled to having it filled by your pharmacy. 
You don't need to be tedious about verifica- 
tion—the simplest and best way is to ask for an 
ID card. Verify the date on the ID card. 
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Check for Accuracy 

Study the prescription carefully and satisfy 
yourself that the drug prescribed is in fact 
reasonable, that its amount or dosage is realistic 
as compared to the patient's age, and that the 
quantity of the medication is a practical one. A 
prescription calling for 1,000 tetracycline tablets 
or a pint of paregoric, for instance, warrants 
further inquiry. 

If, in this process of verification, you feel 
that there is a discrepancy, an ambiguity, or an 
incompatibility, or if for any reason it is 
necessary to consult the prescriber, the patient 
should never be allowed to suspect that anything 
is amiss. You should never fill a prescription you 
do not completely understand or you feel is in- 
correct. What appears to be an overdose may be 
the desired dose for a specific patient, but the 
prescriber will appreciate being called for 
verification of the dose. 

When you are sure you understand the 
prescription and are. , satisfied that it is in all 
respects correct, you should give its filling your 
undivided attention. Most mistakes are made 
when the person filling the prescription is either 
interrupted while domg so or is trying to ac- 
complish more than one chore at a time. 

It is good practice to type the label before 
you fill the prescription, since it affords more 
time for considering the manner of compound- 
ing and the doses involved. The labels on the 
containers used in filling ,the prescriptions 
should be read three times: 

1. When the container is taken from the 
saelf 

2. Before the contents are removed from the 
container 

3. Before the container is returned to the 
shelf 

Prescription Labeling 

The proper labeling of a prescription is as im- 
portant as filling it correctly. It is reasonable to 
assume that if a great deal of accuracy is 
necessary to properly compound a prescription, 
it is just as important that the patient take the 
correct amount of medication in the right 
manner to receive its maximum benefits. 



Improperly written or misunderstood directions 
on a prescription label can be disastrous. All 
labels must be clearly typed and their directions 
translated into simple layman's language. Keep 
in mind that the prescription label serves two 
purposes. First and most important, it gives the 
patient directions pertaining to the medication; 
second, in case of misuse or error, it is the 
quickest means by which the contents of the 
prescription container, the person who wrote the 
prescription, and the person who filled it can be 
traced. Consequently, the following information 
must be included on the label (fig. 4-3): 

1 . The name and telephone number of the 
dispensing facility 

2. The prescription number (must corres- 
pond to the^ number on the prescription) 

3. The date the prescription is filled 

4. The patient's name— in sufficient detail 
for identification 

5. The directions to the patient, trans- 
cribed accurately from the prescription, in clear, 
concise layman's language 

6. The pjescriber's name and rate or' 
rank— in sufficient detail for identification 

7. The initials of the compounder 

8. Authorized refills, if any 

9. The expiration date, if applicable 

10. Name, stength, and quantity of medica- 
tion dispensed. 

Other information that may need to be at- 
tached to the prescription container are labels 
reading **Shake Well Before Using" or ^Tor Ex- 
ternal Use Only." *Toison" labels are best 
omitted when a preparation is intended for ex- 
ternal use, as many physicians prefer the **Ex- 
ternal Use Only" labels. 

After the presciption is labeled, the ingre- 
dients should be checked again by some 
systematic method to ensure accuracy. 

As an added precaution and to aid ex- 
peditious identification of drugs, in case of 
undesirable effects, the manufacturer and the lot 
number of the proprietary drug dispensed shall 
be noted on the prescription. This procedure 
does not apply when the medication consists of a 
mixture of several ingredients. It is wise to put 
the initials or the code of the person filling the 
prescription on the prescription blank. 
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NATIONAL NAVAL MEDICAL CENTER 
BETHESDA,MD 20014 295 0054 

Keep out of reach of children 

JoKn J. Doe , HM3, U5N 4/l9/79kk 

Take one tablet four times daily 
MOTRIN 400mg "120 
Dr. Lowe No refills 

REFILL i_2_3_4_5_ 



159.21 

Figure 4-3.— Prescription Label. 



Prescription Files 

Prescriptions that have been filled must be 
maintained in one of several separate files: 

1. Schedule ai and III narcotics— Prescrip- 
tions containing narcotics shall be numbered 
consecutively, preceded by the letter **N/' and 
filed separately. ^ 

2. Alcohol and alcoholic beverages— These 
prescriptions shall be numbered consecutively, 
preceded by the letter '*A,'' and filed separately. 

3. Schedule III, IV, and V drugs— These 
prescriptions are numbered in the same manner 
as and are part of the general files; however, 
they are maintained separately. 



4. General files— All other prescriptions 
shall be. numbered- consecutively and filed 
together. 

All prescriptions shall be written in black or 
blue-black ink or indelible pencil, or type- 
written, and shall be kept on file for a period of 
at least 2 years aftc. the date of issue. 

WHERE AND WHY PRESCRIPTIONS 
GO WRONG 

Contrary to common belief, errors in 
prescription filling are seldom due to gross 
negligence or ignorance of technical aspects. The 
vast majority of errors are due to human 
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frailties which could be avoided. The following 
are some major causes of error, and you should 
pay particular attention to them. 

1. Giving the prescription to the wrong 
person. Occasionally, especially during rush, 
hours, prescriptions go to the wrong person,, 
either through misunderstanding or inattention. 
Make absolutely sure that you have the right pa- 
tient, both when you receive the'prescription and 
when you dispense the>finished product. 

2. Switching labels. Many times whfen a pa- 
tient has more than one prescription, or when 
the compounder is filling several prescriptions at 
a time, the label of one prescription is in- 
advertently fastened to the container of another, 
with consequent conflict of directions. It is ab- 
solutely imperative that the right label go with 
the right medication. 

3. Overconfidence. Statistics show thatvthe 
majority of mistakes are made by the 
**experts''— those who have been doing things 



for so long they have become overconfident and 
have begun to take shortcuts. Whenever you feel 
" that you have become so good at filling prescrip- 
tions that you no longer need to doublecheck 
your work, stop and think— you may be inviting 
disaster. 

4. Dishonesty or cheating. A person who 
becomes so involved tampering with drugs and 
their quantities to make up for those pilfered or 
misappropriated cannot possibly avoid tragic 
mistakes. Personnel with low integrity, 
disciplinary problems, and moral shortcomings 
should not be allowed to function in the phar- 
macy. 

5. Failure to doublecheck. All too often the 
belated excuse for error is **I thought it was thus 
and so'.' or **I didn't want to bother the 
prescriber with this" or, worse still, **I didn't 
want the prescriber to think I was stupid for 
asking." When in doubt, doublecheck and ask. 
Failing to do so can be tragic. 
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CHAPTER 5 



PREVENTIVE 

This chapter deals with many factors that 
contribute to the cleanliness and efficiency of 
naval activities as well as to the health and at- 
titude of personnel. Maintaining the highest 
state of health and physical readiness of all Navy 
personnel is the responsibility of the command- 
ing officer, who, in turn, looks to the Medical 
Department for advice, recommendations, and 
establishment of standards. 

Prevention and control of disease have for 
many years been considered the most desirable 
route to good health. Material included in this 
chapter should provide you with a general 
knowledge of the principles and practices of the 
Navy's Preventive Medicine Program. 

^ — Two of the most important principles of 
preventive medicine are communicable disease 
and vector and pest control. For detailed infor- 
mation on these subjects refer to the HM 3 & 2 
Rate Training Manual. 



SANITATION OF LIVING SPACES 

A habitable and healthful environment m ist 
prevail in living and berthing spaces ashore and 
afloat to maintain the efficiency of naval 
personnel. Major factors pertaining to living and 
berthing spaces are sleeping arrangements, floor 
area, ventilation and air volume, heating, 
sanitary fixtures, and related features such as 
lighting and color. 

The Medical Department representative 
makes recommendations to. the commanding of- 
ficer that will ensure the highest level of sanita- 
tion. This can best be accomplished through a 
program of inspections. 



MEDICINE 



SANITATION MEASURES 

Some sanitary measures arc directed toward 
maintaining the environment as dust- free as 
possible. Toward this end, the use of soap and 
water and other cleaning agents has replaced the 
practice of **dry-sweeping." Excessive quan- 
tities of soapy water warp wooden floors, loosen 
inlaid tile and linoleum, and splash and foul 
bulkheads and equipment. Only if grease and 
grit are ground into the deck should a scrub 
brush and detergent be used. Generally, mop- 
ping down" with a clean mop moistened with 
clean water and soap, followed by -a second 
**mopping down'* with a clean mop rinsed in 
clean water and wrung out, will produce clean 
floors or decks. Daily attention to the cleanliness 
of the paint vvork on stanchions and bulkheads 
is more desirable than vigorous cleaning at less 
frequent intervals. 

Dry cleaning and laundering of textiles such 
as blankets, sheets, and mattress covers must be 
done frequently to keep the bedding as clean and 
dust-free as possible. Dirty bedding, bunk 
bottoms, and lashings result in bad odors and 
provide ideal living and breeding conditions for 
insects. Mattresses for vacant bunks should be 
stored in a space or locker inaccessible to 
loungers. Washable fire-resistant covers are pro- 
vided for each bunk to keep the bedding clean. 

Drinking fountains should be cleaned at least 
once daily, with particular attention paid to the 
bowl, orifice, and orifice guard, to prevent ac- 
cumulation of slime. Drinking fountains should 
be of the angle-jet type. 

Toilet stools, urinals, lavatories, and showers 
should receive a thorough cleaning daily. This 
should include not only the inner and outer 
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surfaces, but also all connecting pipes, valves, 
and other plumbing adjacent to the fixtures. 
Failure to properly clean these areas results in 
discoloiations and foul odors. Thorough clean- 
ing usually makes the use of deodorant blocks 
unnecessary. Failure to clean in the area of 
lavatories and showers results in unattractive ac- 
cumulations of soap scum, scale, dust, fungus, 
or mold. 

Mops, brooms, brushes, and rags should be 
thoroughly cleaned and then stowed after each 
use. 

All trash cans in living and berthing spaces 
should be provided with tight-fitting covers and 
be cleaned inside and out at least daily. 

Bedding, including mattresses, should be 
aired outdoors at frequent intervals. 

Mattresses must be used with covers, other- 
wise they become permeated with body grease, 
dirt, and discharges. 

Mattresses that have been used by personnel 
with highly infectious diseases should be 
autoclaved. If facilities for autoclaving are not 
available, the mattresses should be surveyed and 
destroyed by burning. 

When mattresses are dirty or in a poor state 
of repair, they should be cleaned, renovated, or 
replaced as soon as possible. 

HEATINa VENTILATION. AND AIR 
XONDITIONING 

GENERAL 

The major objectives of heating, ventilation, 
and air conditioning are to maintain physical 
fitness, mental alertness, fighting ability, and the 
general well-being of personnel ashore and 
afloat. This should include consideration for the 
stresses of frequent watches, prolonged cruising, 
and battle or general quarters situations. The 
design and maintenance of environmental con- 
trol systems should ensure useful productivity 
and recovery from undue physical stress rather 
than thermal comfort alone. 

In addition, environmental control systems 
must ensure that the air in confined spaces con- 
tains no harmful components and has sufficient 
quantities of oxygen. 



Special use areas, such as selected Medical 
Department spaces and those containing equip- 
ment and material that require individually con- 
trolled surroundings, must be designed to 
guarantee optimum mission performance under 
variable environmental conditions. 

The problems encountered in maintaining 
optimum habitability aboard naval vessels can 
be realized if we consider the many factors in- 
volved. The heating, ventilation, and 
air-conditioning systems must be designed for a 
wide range of climatic conditions ranging from 
arctic to tropical. The structural integrity of the 
ship must be preserved and penetration of water- 
tight structures kept to a minimum. In spite of 
this, fresh air and heat must be provided to 
various compartments often far rempved from 
the source of supply. 

These problems are further complicated by 
the lack of uniformity of ventilation or heat 
demands in the various parts of the ship. Spaces 
exposed on one or more sides to the prevailing 
weather may have a high rate of heat gain or 
loss. Inside spaces may be subject to the effects 
of **wild heat," that is, uncontrolled or waste 
heat generated by machinery, boilers, galley 
stoves and ovens, and the like. Thus, adjacent 
compartments may vary to such an extent that 
one requires heating while the other needs cool- 
ing. 

STRESS AND STRAIN 

The thermal (heat or cold) stress of any 
working situation is the combination of all fac- 
tors that result in a gain or loss of body heat or 
that prevent the body's regulatory mechanism 
from working properly. Environmental 
physiologists use the term * 'stress" to designate 
the force or load acting upon the biological 
system and the term ''strain" to designate the 
resulting distortion of the biological system. 
Thermal stress factors arc heat, cold, humidity, 
radiation, air movement, and surface 
temperature. Thermal strain manifests itself in 
specific cardiovascular, thermoregulatory, 
respiratory, renal, endocrine, and other 
responses that differ from accepted norms. 

Thermal stress has been categorized as "ac- 
ceptable" when a person is able to compensate 
without undue strain or "unacceptable" when a 
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person is unable to compensate and incurs ex- 
cessive strain. Thermal strains have been 
categorized as those interfering with work per- 
formance and safety and those with more overt 
manifestations such as heat rash, heat cramps, 
heat stroke, heat exhaustion, or freezing in- 
juries. 

DEFINITIONS 

DRY-BULB TEMPERATURE (DBT). That 
temperature measured with an alcohol-in-glass 
thermometer whose bulb is kept dry and 
shielded from radiation. 

WET-BULB TEMPERATURE (WBT). 
That temperature measured with a thermometer 
similar to that used for measuring DBT, except 
that a wet wick is fitted closely over the bulb (or 
sensor). A "natural'' WBT is obtained with no 
additional movement of air over the wick other 
than that which occurs naturally. An 
**aspirated** WBT is obtained by increasing air 
movement over the wick with a fan, motorized 
psychrometer, or sling psychrometer. The 
**tnie*' WBT environment is approximated 
when a moderate air flow is maintained and the 
bulb is shielded from radiant heat. Although the 
natural WBT depends on the DBT and the 
moisture content of the air, it does not provide a 
direct indication of the amount of water vapor 
in the air. The aspirated WBT is therefore of 
greater value in planning corrective action than 
the natural WBT. The term WBT will hereafter 
refer to- aspirated WBT unless otherwise 
specified. 

When the dry- and wet-bulb temperatures 
are identical, the air is said to be saturated, and 
the relative humidity is considered to be 100%. 

HUMIDITY. The quantity of water vapor 
mixed with other atmospheric gases. 

ABSOLUTE HUMIDITY (AH). The mass 
of water vapor present per unit volume of air. 

RELATIVE HUMIDITY (RH). The ratio of 
the actual amount of water in the air (absolute 
humidity) to the maximum quantity of water the 
air can hold at a given temperature. 



DEW POINT. The temperature at which the 
absolute humidity reaches a maximum and the 
air becomes saturated with water vapor. 

PSYCHROMETER. An instrument for 
measuring atmospheric humidity using two ther- 
mometers, one with a wet bulb and one with a ' 
dry bulb, whirled manually or by motor to pro- 
vide the moderate air flow necessary to obtain 
an aspirated WBT reading. 

AIR MOVEMENT OR VELOCITY. Usu- 
ally expressed in feet per minute (fpm) or cubic 
feet per minute (cfm). It is measured by various 
instruments depending on air flow velocity. 

RADIANT HEAT. The transfer of thermal 
energy by wave motion from one object to 
another without warming of the intervening 
space. 

VERNON GLOBE THERMOMETER. 
Consists of a 6-inch hollow copper sphere, with 
a wall 0.022 inches thick painted flat black on 
the outside, and containing a temperature sensor 
like that of an unshielded dry-bulb thermometer 
with the bulb, or its equivalent, at the center of 
the sphere. 

WET-BULB GLOBE TEMPERATURE 
(WBGT) METER. A compact electronic instru- 
ment that independently measures dry-bulb, 
wet-bulb, and globe temperatures and air 
velocity. 

INFRARED THERMOMETER. Used in 
measuring the temperature of infrared energy 
emitted from various sources. 

EFFECTIVE TEMPERATURE (ET). An 
index combining into a single value the effects of 
temperature, humidity, air velocity, and thermal 
radiation. Combinations of conditions that pro- 
duce the same subjective feeling of warmth in 
reference to still saturated air are assigned the 
same effective temperature. 

MEAN RADIANT TEMPERATURE 
(MRT) of a nonuniform environment (e.g., 
walls, ceilings, floors). The temperature of a 
uniform black enclosure in which a solid body or 
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an occupant would exchange the same amount 
of radiant heat as in the given nonuniform en- 
vironment. It is estimated from the glcoe ther- 
mometer reading and is useful in determining 
radiative heat transfer (net gain or loss) in 
human beings. 

HEATING 

Aboard ship the conventional approach for 
heating involves drawing fresh outside air over 
steam coils and discharging the heated air into 
various compartments where it is required. To 
avoid condensation of moisture on the airducts 
and to provide a flexible heating system, outside 
air IS initially preheated to 42°-50°F DBT. The 
air is then heated to the desired delivery zone 
temperature and distributed to the various com- 
partments and spaces within that zone. A 
**heatingzone" is defined as a group of adjacent 
spaces with approximately the same heating re- 
quirements. 

A zone temperature of 70°F DBT is required 
aboard surface vessels for berthing, dressing, 
lounge, messing, medical, dental, office, and 
control spaces. No effort is made to control the 
moisture level in these spaces during cold 
weather; therefore. Medical Department per- 
sonnel should anticipate increased symptoms 
associated with the drying of respiratory mem- 
branes among individuals working in these 
spaces. 

Heating designs for submarines differ from 
those of surface vessels in that they provide 
regulated humidity for the living and control 
spaces noted above. Aboard submarines the 
temperatures should be as follows: DBT: 79°F, 
WBT: 59°F, RH: 50 WBGT: 63°F (as ET). 

With the exception of the above, inside 
working spaces are usually maintained at lower 
temperatures, depending on the amount of 
physical exertion required of personnel working 
in those areas. These temperatures will be the 
minimum consistent with comfort. 

VENTILATION 

The purpose of ventilation is to remove toxic 
substances, offensive odors, and excessive heat 
and moisture, and to provide an adequate ox- 
ygen supply. Ventilation aboard ship is designed 
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not only to prevent conditions that could lead to 
acute overheating, but also to maintain an at- 
mosphere conducive to the physical and mental 
efficiency of personnel. It should be effective 
during normal operations and in the event of 
CBR warfare. Ventilation systems must be as 
flexible as heating systems. Hot weather cooling 
of given spaces by ventilation is planned so that 
the temperature within those spaces will remain 
beiow specified limits. These limits are 
determined by using as a base the highest an- 
ticipated hot weather (outside) temperature. For 
planning purposes this is defined as 90°F DBT 
and 8rF WBT. 

Air circulation within compartments must be 
sufficient to eliminate **dead spaces." An ade- 
quate air exchange will ensure removal of odors 
and prevent the accumulation of moisture on en- 
vironmental surfaces. Ventilation exhaust from 
sanitary spaces, food preparation and dining 
areas, sculleries, and garbage disposal areas 
must not be recirculated or introduced into other 
spaces. Ventilation of food preparation and 
laundry spaces must be balanced to provide a 
negative pressure within these areas to allow for 
a net inflow of air. 

Cooling by ventilation ir, the process of 
diluting inside air with cooler outside air. It may 
prove of value aboard a ship in limiting excessive 
temperature from varied indoor sources (person- 
nel, lighting, laundry equipment, machinery, 
poorly insulated piping in firerooms and 
enginerooms, etc.). 

Obviously, ventilation alone will not usually 
cool spaces to a temperature as low as that of 
outside air. Firerooms and enginerooms require 
spot cooling, because these spaces produce so 
much **wild heat" that it is practically im- 
possible to reduce the temperature of the entire 
space to that of a good working atmosphere. 
This method of cooling is accomplished by air 
supplied at a high velocity from ventilation ducts 
that concentrate their discharge on the watch 
stander's station. It maintains the immediate 
vicinity within the acceptable range despite the 
highnemperature'of the general area. 

Keeping the ventilation system clean is very 
important. It has been estimated that a large 
naval vessel may take as much as 5 tons of dirt 
per day into its ventilation system \s the 
adhering material accumulates, the capacity 
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of the system to deliver air is reduced. A clean- 
ing schedule for the system should be estab- 
lished, with screens, heaters, and cooling coils 
receiving special attention. 

AIR CONDITIONING 

Mechanical cooling and dehumidifying of air 
aboard naval vessels is accomplished by passing 
air over coils and fins cooled with a refrigerant. 
As the warm humid air circulates over the coils, 
it loses heat and the moisture condenses on the 
fins. The conditioned air is then circulated 
through a ducting system to appropriate spaces 
and compartments. Cooling coils may be located 
in an air supply duct with the refrigerating unit 
and fan placed remotely, or the entire apparatus 
, may be assembled into a single unit. 

Air conditioning is frequently required in 
spaces containing precision instruments sensitive 
to extremes of temperature and humidity. Ap- 
propriate filtering will ensure air purity within 
required tolerance limits. 

Mechanical cooling is a current feature of the^ 
living areas and office spaces of combat ships 
and most auxiliaries. When still commissioned, 
hospital ships were routinely air conditioned, 
with the improved recovery of patients taking 
precedence over the customary weight and space 
limitations. 

••Cold shock," defined as rapid heat loss due 
to increased evaporation of sweat from the skin 
and damp clothing, may occur in personnel 
passing from heated areas into air-conditioned 
spaces. Chills and shivering are common 
manifestations. Personnel in this situation ex- 
perience sudden dilation of superficial blood 
vessels and flushing. ''Cold shock" may be 
minimized by regulating air-conditioned spaces 
so that the difference in temperatures between 
those spaces and heated or outdoor en- 
vironments does not exceed IS^^F DBT.^ 

ADDITIONAL CONSIDERATIONS 
ABOARD SHIP 

Mechanical air supply and exhaust systems 
are provided for most working and living spaces; 
the quantity for each should be balanced respec- 
tively within the major sections of a ship. Ven- 
tilation of spaces in which excessive heat or 



undesirable odors are produced requires a 
greater volume of mechanical exhaust than 
supply (''negative pressure") to maintain an 
induced air flow- into the compartment and to 
prevent the spread of heat and odors to adjacent 
spaces. Compartments used for living and berth- 
ing should be provided with a greater volume 
of mechanical supply than^exhaust ("positive 
pressure") to maintain an induced airflow out 
of the space and thus to prevent the entrance of 
contaminated air from adjacent spaces. 

Ventilation and air-conditioning designs for 
living, working, and electronics equipment 
spaces aboard surface vessels should minimize 
heat stress and enhance performance in hot and 
subtropical climates. 

Effects of Air Movement 

In still air the body is enveloped by a layer of 
warm, moist air resulting from body heat and 
the evaporation of perspiration. A controlled air 
movement removes this layer and adds greatly to 
the feeling of comfort. High-velocity air blowing 
from the overhead onto the heads of occupants 
is undesirable except in hot atmospheres. Such 
an air stream directed against exposed skin 
becomes uncomfortable to intolerable in many 
hot environments. In hot weather use bracket 
fans for high local circulation. 

Additional requirements and standards for 
shipboard heating, ventilation, and cooling may 
be found in NAVMED P-5010, the Manual of 
Naval Preventive Medicine, chapter 3, and 
OPNAVINST 5100.20 series. 



FOOD SERVICE SANITATION 

One of the most demanding and vital tasks 
of naval preventive medicine is ensuring proper 
handling of food in its many phases from the 
point of production to final consumption. 
Carelessly handled food is easily contaminated 
and will readily support the growth of 
pathogenic organisms that may lead to illness. 

RESPONSIBILITIES 

Chief, BUMED. Establishes sanitary* stand- 
ards for food procurement, inspection on 
delivery, fitness for human consumption. 
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storage and refrigeration, preparation and 
serving, and disposal of food remains. 

Navy Environmental Preventive Medicine 
Units. Provide specialized consultation in 
preventive medicine and environmental health in 
the following areas: 

• Evaluation of food sanitation training 
programs 

• Surveys and recommendations on insect 
and vector problems 

• Laboratory services 

• Epidemiologic investigation of 
foodborne illness 

Commander, Naval Facilities Engineering 
Command. Responsible for planning, designing, 
and constructing all shore dining facilities. 

Commander, Naval Sea Systems Command. 
Responsible for designing, constructing, and 
maintaining dining facilities afloat. 

Commander, Naval Supply Systems Com- 
mand. Administers the Naval Food Service Pro- 
gram. 

Commandant, Marine Corps. Administers 
the food service program for the Marine Corps. 

Individual Commands. The commanding of- 
ficer of each individual command has the 
ultimate responsibility for ensuring that food 
and beverages served within his or her jurisdic- 
tion are safe and wholesome. However, 
guidance and support in food service sanitation 
must be provided b> the Supply and Medical 
Departments. 

PROCUREMENT, INSPECTION, AND 
STORAGE OF FOODSTUFFS 



Procurement 

The Department of Defense has designated' 
the Defense Personnel Support- Center (DPSC) 
of the Defense Logistics Agency (DLA) as the 
organization responsible for the procurement of 
food items for the Armed Forces. Most food 
items are procured through contracts let by 



Headquarters, DPSC, Philadelphia, or regional 
headquarters located in major marketing areas 
in the United States. 

All foods for the enlisted dining facilities 
must be procured in accordance with Federal 
and military standards. Except in emergencies, 
local purchase of food items by naval activities 
within the United States are limited to fresh 
bakery items, fresh dairy products, and items 
designated for local purchase in the Federal 
Supply Catalog. 



Inspection 

All foodstuffs procured for the Armed 
Forces undergo rigid inspections and are subject 
to various Federal and military .specifications 
covering sizes, grades, appearance, and type. 
These inspections are performed by DPSC 
quality assurance representatives (QARs), U.S. 
Department of Agriculture (USDA), U.S. 
Department of Commerce (USDC), technically 
qualified inspectors employed by Navy activities 
and organic to the command. Navy receiving 
officers, and medical officers and their 
designated representatives. Army veterinarian 
personnel are also available to assist Navy com- 
mands in some geographical areas. 

Responsibilities 

# The supply officer is responsible for 
procuring, receiving, inspecting, and storing 
foodstuffs. 

• The food service officer is in charge of 
the food service division in a command. 
He or she is accountable for foodborne 
illness resulting from improper food 
preparation, serving or storing. Other 
responsibilities include: 

• Ensuring cleanliness of all food 
service equipment and spaces. 

0 Supervising personal hygiene prac- 
tices by food service personnel. 

• Ensuring sanitary food preparation, 
serving, and storage. 
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• Setting up initial and refresher 
training programs for all food service 
personnel. 



• The medical officer or the Medical 
Department representative is responsible for: 



• Routine inspection of all food service 
facilities at least twice monthly. 

• Sanitary inspection of all Navy 
and Marine Corps commissaries. 

• Inspection of foodstuffs for fitness 
for human consumption and for as- 
surance that they are from approved 
sources. 

O Physical examination of food service 
personnel. 

9 Sanitation training programs (initial 
and refresher). 



Meals served in the enlisted dining facility 
must be sampled regularly by an officer detailed 
by the commanding officer (usually the officer 
of the day). 

Occasionally, food items are received that 
have not been inspected by technically qualified 
personnel. All food items delivered directly to 
the dining facilit> by vendors will be accepted by 
food service personnel and inspected in 
accordance with the NAVSUP Manual. 

Food about which there is any doubt must be 
rejected as unfit for human consumption. To 
avoid the risk of foodborne illness observe the 
old adage "When in doubt, throw it out." 

The medical officer is responsible for ensur- 
ing that ali food served in the command's 
enhsted dining faciHty is fit for human consump- 
tion. If any food appears questionable or has 



been purchased on the local market or under 
contracts requiring inspectioii at destination, the 
food service officer must request an inspection. 
The medical officer or the designated represent- 
ative will perform the inspection and submit 
samples for laboratory analysis in accordance 
with the Manual oi^aval Preventive Medicine. 

Medical Department personnel concerned 
with food inspections ashore should maintain 
liaison with local personnel of tiie military 
veterinary services or USDA inspectors to keep 
current on the information and techniques in- 
volved in such inspections. 

Food inspections afloat should be made 
jointly with the supply officer or the designated 
representative if a combination of knowledge 
and training can result in an effective inspection 
program. 



Meats 



The Federal Meat Inspection Act and the 
Poultry Products Inspection Act require a 
USDA official to inspect all meats, meat pro- 
ducts, poultry, and poultry products intended 
for interstate shipment. All such products 
prepared in the United States and purchased by 
the Armed Forces must have originated in plants 
under the supervision of the USDA or USDC 
and be so marked with their stamp of approval. 
Various stamps are shown in Figure 5-1. The 
stamp indicates that the condition of the product 
met with Federal regulations at the :ime of pack- 
ing. The markings do not attest to the quality of 
the product. Criteria by which various meats are 
judged may be found in the NAVSUP Manual 
or NAVSUP 421. 

Fish and Shellfish 

The Fish and Wildlife Act provides for 
USDC inspection of processed fish and shellfish 
products. All such products prepared in the 
United States and purchased for enlisted dining 
facilities originate from plants unjder the supervi- 
sion of the National Maritinie Fisheries Service 
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Federal inspection rnorks tor poultry and poultry products 




Department of Defense Inspection Stamp 
Figure 5-1.— Meat and Poultry Inspection Stamps. 
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159.22 



and are marked with the USDC stamp (figure 
5-1). 

Each container of unshucked shell stock will 
be identified by an attached tag that states the 
name of the shell stock shipper, the kind and 
quantity of shell stock, and the official cer- 
tificate number issued according to the law of 
the jurisdiction. Fresh and frozen shucked shell 
stock will be packed in nonreturnable containers 



and marked with the name and address of the 
shipper, packer, and shucker, and the official 
certificate number. Shellfish must be kept in the 
original container until used. 

Fish must be checked carefully. Refrozen 
fish will not be used. Fish that has been refrozen 
will be soft and discolored and have a sour odor; 
the wrapping paper may be moist, slimy, or 
discolored and the bottom of the box distorted. 
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Fresh Fish have bright red gills, prominent 
clear eyes, and firm elastic flesh. Stale fish are 
dull in appearance,, have cloudy and red- 
bordered eyes and soft flesh. Finger impressions 
are easily made and will remain when pressure is 
released. Fish caughtover the side at sea will not 
be u§ed unless there is absolute certainty that 
they are not poisonous, since cooking does not 
destroy the poisonous alkaloid in fish.*' 

Fresh crustaceans must be alive to be 
acceptable. When inspecting cjab, lobster, or 
shrimp, organoleptical procedures (testing with 
the senses) must be used to determine fitness for 
human consumption. 



^rvLXis and Vegetables 



Fresh fruits and vegetables must be inspected 
upon receipt for wholesomeness. The inspection 
is based upon USDA standards. Minimum re- 
quirements f6r the various grades are defined in 
chapter 1, Manual of Naval Preventive 
Medicine. 



Canned Goods 

Canned goods should undergo an inspection 
to assure the physical -state of the containers. 
When inspecting canned products, the following 
should be taken into consideration: 

• Can labels— the information stamped on 
the end of each can will be checked to ensure 
that contents and date of pack are indicated. 

• Can exterior— general appearance (dents, 
rust, swelling, leakage). 

• Contents— odor and taste indicate the 
condition of the contents. Faded colorxloss of 
flavor, and soft texture are undesirable Wural 
results of aging and chemical action. 

Except for coffee and molasses, foods in 
cans with the following defects are unacceptable 
. and must be surveyed. 



• Pinholes— cans with tiny holes caused by 
the action of acid. 

% Flipper— a can with flat ends, one of 
which may be forced into a convex position 
when the other is brought down sharply on a flat 
surface. It indicates a loss of vacuum due to the 
formation of gas by bacteria or chemical action 
on the metal pf the can. Regardless of the cause, 
the contents must not be used. 

• Springer— a (^n with one or both ends 
slightly bulged but yielding to finger pressure. 
When the pressuie is relieved, the ends will ^gain 
bulge. Thisxondition ipay be caused-by overfill- 
ing or by chemical or bacterial action creating 
gas. Coffee is an exception as the bulging ends 
are usually an indication of a properly sealed 
container retaining its natural gases. 

• Sweller— Both ends of this can bulge out 
and remain that way. This is indicative of ad- 
vanced deterioration. Molasses is an exception. 
Cans of molasses that bulge at the ends are not 
unusual, particularly in tropical climates. 
Microorganisms cannot exist due to high sugar 
content. 

Canned foods that are abnormal in ap- 
perance or odor must not be eaten, qr even 
tasted. They must be discarded. If large quan- 
tities are involved, a representative package must 
be submitted for bacteriological analysis. 



Dry Food Items 

Dry food items, other than canned goods, 
are cereals, sugai, dried fruits, vegetables, flour, 
and meal. They must be stored under controlled 
conditions of temperature, humidity, and air cir- 
culation. 

Torn or broken- containers may be exposed 
to rodents or insects. Rolled oats or other cereal 
containers may have broken and the food 
become contaminated. Dried fruits and 
vegetables may become damp and moldy. Dock- 
side inspection of these items is recommended to 
avoid taking pests such as cockroaches into the 
ship or storage facilities and thus to prevent ' 
recurring infestations. 
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Butter, Cheese, and Eggs 

Butter, cheese, and eggs spoil quickly under 
improper storage conditions. The method of 
handling and the storage temperatures must be 
correr. These products must be checked, 
carefully upon delivery and frequently 
thereafter. 

Butter should be received in clean, unbroken 
cases. For quality, it is best to taste samples for 
sweetness and freshness. The color should be 
uniform and the texture firm. Specks or foreign 
substances should not be present. 

The rind, color, flavor,, and texture of cheese 
should be checked. Cheese may be received in 
either natural ,or processed form. The rind 
^jshould be clean and free from mold or wrinkles. 
In good Cheddar cheese the color should be 
evenly distributed. This can be determined by 
holding a thin slice up to a light. The flavor of 
good cheese is clean and nutty and the texture 
compact and solid. 

Various types of eggs including fresh, frozen, 
and dehydrated^^are procured for different con- 
ditions and uses. Fresh eggs { not over 30 days 
old) that have been held at a temperature of 
32^F in a dry, ventilated place are preferred. 
Eggs stored at room temperature or allowed to 
remain at room temperature rapidly lose their 
quality. Fresh processed eggs have been pre- 
served by dipping for few seconds in warm 
mineral oil at 100^-1 lO^F or by treating with 
other processing fluids. This treatment helps 
retard shrinkage diie to evaporation and also 
destroys molds and bacteria, thereby prolonging 
the storage life of the eggs. Processed eggs 
should also be stored in a cool {32''F), dry ven- 
tilated area. Both dehydrated and frozen eggs 
are used for making scrambled eggs and omelets 
or for baking purposes. 

Storage 

Correct storage procedures play a major role 
in preventing foodborne illness and increasing 
the storage \ih of foods. Proper temperatures, 
air circulation, and humidity retard food 
spoilage and growth of pathogenic organisms. 
Stock rotation reduces spoilage, and adequate 
pest control reduces infestation and damage 
caused by insects and rodents. 



High levels of sanitation and safety must be 
maintained in all food storage facilities. Food 
items must be palletized or placed on shelves in a 
manner that is safe, facilitates proper cleaning, 
promotes adequat^ air circulation,, and prevents 
insect and rodent harborage. To prevent food 
spoilage, foods are rotated so the oldest items 
are used first. 

Semiperishable Food Items 

The term ''semiperishable" refers to 
foodstuffs that are canned, dried, dehydrated, 
or otherwise processed so they may be stored in 
nonrefrigerated spaces. Storerooms should be 
clean, dry, well ventilated, and inspected 
regularly for cleanliness. The foodstuffs should 
be checked for spoilage or damage. 
Semiperishable food will not be stored near 
steam or other heated pipes. Bagged items must 
be stored off the deck to facilitate cleaning and 
air circulation. 

Semiperishable food must be considered 
overaged when stored beyond the inspection test 
date marked on the case or the keeping time 
shown in the semiperishable food storage table 
in NAVSUP 486. 

An overage item is still usable if the container 
is in good condition and the food has no offen- 
sive odor or appearance. Items will not be 
surveyed solely because of age. They must be in- 
spected by a qualified inspector, and if found fit 
for human consumption the shelf life will be ex- 
tended. Extended food jtems are consumed as 
soon as possible. 

When inspecting storerooms, check the out- 
ward appearance of food containers and the 
condition of food. Torn oiH^roken bags of flour, 
meal, sugar, and the like will be surveyed or 
stored in insect-proof containers. If an insect in- 
festation is discovered, such as weevil-infested 
flour or grain, specimens of the insects should be 
carefully collected and sent to the nearest 
military facility having the capabihty to identify 
insects. 

Fresh and Frozen Food Items 

Fresh and frozen food items including dairy 
products, eggs, fish, fruits, meats, and 
vegetables are highly perishable and require 
proper storage temperatures, humidity, and 
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air- circulation. To promote proper air circula- 
tion these items must be stored on pallets away 
from bulkheads and cooling coils, with a 
minimum 2 feet of clearance bet^veen tops of 
stacks and air ducts. Generally, when the recom- 
mended temperatures are uniform in all areas of 
the refrigerator or freezer, air circulation is con- 
sidered adequate. 

Fresh fruits and vegetables stored in a tight 
compartment at 40^F or above produce a high 
concentration of carbon dioxide du^ to the 
respiration of the produce. In some instances 
levels of carbon dioxide may become unsafe for 
work. Under such conditions the levels of CO2 
will be checked by qualified personnel before 
entry, and an adequate supply of fresh air will.be 

introduced into the space. 

*. 

Meats, meat products, poultry, and poultry 
products must be stored in areas that offer 
proper air circulation to maintain the desired 
temperatures throughout the storage space. 
Meat and meat pans must not be stored on the 
deck. 

With the exception of medical supplies that 
must be refrigerated a'nd maintained under 
separate lock'^and key, only food may be stored 
in food storage spaces. Foods that readily ab- 
sorb foreign ordors, such as eggs and butter, 
should not be stored with fruits and vegetables. 
Decayed or otherwise spoiled food items must 
not remain near items that are still wholesome. 
Food and food containers must be stored at least 



2 inches off the deck and away from bulkheads 
or other items that may impede adequate air cir- 
culation. 

Stores should be inspected for the presence 
of insects before they are placed in the 
storeroom. 

Refrigerated storage spaces (including milk 
dispensers, refrigerated display cases, 
refrigerated salad bars, reejers, and freezers) are 
maintained as follows: 

The temperatures must be held within the ap- 
propriate ranges given in table 5-1 and the 
relative humidity maintained between 85% and 
90%. 

Frost or glaze ice must not be allowed to ac- 
cumulate to more than 3/16 of an inch on in- 
terior surfaces or refrigeration coils. 

Interior surfaces must be routinely washed 
with warm water and hand dishwashing 
detergent and rinsed with warm water in accord- 
ance with the manufacturer's instructions. 

At least one easily readable and readily ac- 
cessible^thermometer, accurate to within plus or 
minus (±) 3°F, must be provided in all 
refrigerated storage spaces. . 

Temperature logs must be maintained for all 
bulk cold storage spaces. Accurate emries are 
made at least twice daily. 

Food items that have been removed from 
aheir original containers and stored in 
refrigerated spaces must be covered with 
aluminum foil, wax paper, or plastic. All food 



Table 5-1.— Temperature Requirements for Refrigerated Spaces 



Refrigerated Storage Space 


Temperature Range 


Freezers 


O^F (-17.7*^C) or lower 


Dairy Product Boxes 


32^F(0°C) to 34°F(l.rC) 


Chill Boxes 


32^F (O^C) to 35^F(1.7^C) - 


Thaw Boxes 


36^F (2.2°C) to 38°F (3.3^C) 
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containers must have labels indicating the con- 
tents, and in the case of prepared foods the date 
and time of preparation will be included. 

For guidance ashore and afloat, tables of 
safekeeping times, proper storage temperatures, 
and storage life of perishable and semiperishable 
items see NAVSUP 486, volume I, chapter 5. 

Milk and Milk Products 

Milk and milk products have a Jekyll and 
Hyde reputation. Milk is most valuable to the 
nutritional well-being of the individual, but if 
not properly safeguarded it will be instrumental 
in transmitting disease. Strict surveillance of all 
handling procedures is necessary to prevent con- 
tamination. 

The perishability of milk and milk products 
is a most important factor, thus strict com- 
pliance with all sanitary requirements is man- 
datory. Of prime importance to medical and 
supply department personnel are maintaining 
recommended temperatures in storing and 
dispensing, and enforcing approved sanitary 
methods in the handling of such products. The 
following definitions will help you understand 
milk processing. 

Homogenization— The process of passing 
milk through a homogenizer, which breaks up 
milk fat and protein, blending cream, water, and 
milk solids, and preventing separation. 

Pasteurization— The process of heating milk 
or milk products to at least 145°F and maintain- 
ing this temperature for at least 30 minutes, or ta 
at least 161 °F and maintaining this temperature 
at least 15 seconds in approved and properly 
operated equipment, or any other pasteurization 
technique recognized by the U.S. Public Health 
Service (USPHS). Milk products having a higher 
milk-fat c9ntent than milk or containing added 
sweeteners must be heated to at least 5°F above 
the minimum pasteurization temperature noted. 

Ultra-high-temperature processed— The 
process of aseptically packaging milk in con- 
tainers and bringing it to an ultra-high 
temperature for a short period of time. 



Milk and milk products, to be acceptable for 
serving at Navy and Marine Corps dining 
facilities ashore and afloat, must originate from 
an approved source. These sources are in 
NAVSUPINST 4355.4 series. Directory of 
Sanitarily Approved Establishments for Armed 
Forces Procurement. Also acceptable is an 
establishment having a pasteurization plant 
compliance rating of 90 or more, as certified by 
a State milk sanitation rating officer. 

When performing delivery inspections, 
Medical Department personnel must ensure that 
milk and milk products are from an approved 
source and delivered in containers that are in 
good condition and properly sealed; that milk 
and milk products are organoleptically accept- 
able; and that the temperature of the pr-oduct 
on delivery is 45°F or below. Vehicles used in the 
transportation of milk in its final delivery con- 
tainers must be clean and constructed with per- 
manent tops and sides. Block or crushed ice on 
the tops of milk cartons for refrigeration or 
cooling during delivery or on the serving lines is 
prohibited. 

Single-service containers of milk and milk 
products must be refrigerated at temperatures 
below 45 °F until served. 

All milk and milk products dispensed from 
bulk milk dispensers must be homogenized. 
Temperatures in the dispenser cabinet must 
range between 38°-44°F while milk containers 
are stored within. A thermometer is an integral 
part of the dispenser cabinet. Multiuse dispenser 
tubes are prohibited. Single-service dispenser 
tubes will be cut with a sanitized cutting instru- 
ment to 1/4 inch beyond the termination of the 
dispensing mechanism. Bacteriological examina- 
tion of milk and milk pi:oducts must be made 
routinely and whenever contamination or con- 
tract nonconformance is suspected. 

When the pitcher method of recombining 
and dispensing milk is used, pitchers must be 
cleaned and sanitized before use. Only cool, 
potable water will be used for reconstituting, 
and milk will be dispensed only from corrosion- 
resistant stainless steel or glass pitchers washed 
and sanitized after each use. Milk remaining in 
the pitcher after a meal period must be used 
within 36 hours for cooking purposes only or be 
discarded. 
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Ice Cream and Ice Cream Mixes 

Ice cream served in Navy and Marine Corps 
dining facilities must be frojn approved sources 
and meet Federal and military standards. If 
prepared locally from a mix, only potable water 
will be used. The freezer must be cleaned after 
each day's operation. Bulk ice cream and other 
bulk frozen desserts are not authorized for self- 
service. All utensils including spoons, spatulas, 
dippers, and scoops used for dispensing ice 
cream must be kept either in running potable 
water or potable water that is changed several 
times during operation. To minimize health 
risks, only one person per watch section will 
make ice cream. Ice cream will be stored at 
temperatures of O^^F or lower. 

FOOD SERVICE PERSONNEL 

Food service personnel are a most important 
link in the transmission of disease through 
foods. The health and personnel habits of food 
service personnel and the methods of preparing 
and serving foods are vital factors. Health 
standards for food service personnel are 
discussed in the HM 3 & 2 Rate Training 
Manual. 

SANITARY PRECAUTIONS FOR 
PREPARING AND SERVING FOOD 

Food poisoning and the spread of foodborne 
illness ' would be eradicated if food were 
procured from approved sources and pro- 
cessed, prepared, and served according to 
recommended sanitary practices. Most food- 
borne illnesses can be traced to one or more of 
the following: 

• Food prepared too far in advance of 
serving time 

• Poor refrigeration 

0 Disregard of time and temperature 
factors 



Poor personal hygiene practices 

Food service personnel who are ignorant 
of or careless in applying recommended 
techniques 



Even with exact care and handling, most un- 
cooked foods harbor some microorganisms. 
Their growth can be prevented or retarded 
through proper temperature control. Only the 
quantity of food that will be consumed at each 
meal should be prepared, and hot foods should , 
be kept hot and cold foods cold. 

Do not return open jars or bowls of mayon- 
naise and salad dressing from salad bars to 
refrigerators for reuse at later meals. 

When leftovers or warm foods are to be 
chilled, ensure prompt and thorough chilling to . 
the center of the food mass {40*'F or lower). 
Foods to be refrigerated should be placed in 
shallow pans of not more than 3 inches in depth 
and covered with lids, waxpaper, or other ap- 
propriate covers. Food to be chilled should im- 
mediately be placed in the chill box and labeled 
with the time and date. Leftover foods must not 
be held longer than 36 hours. 

Foods that were cooked and then 
refrigerated must be rapidly heated through to 
140*'F or above before being placed in' a hot 
food storage container. Steam tables, warmers, 
and other food holding facilities must not be 
used for rapid heating. 

Ground or chopped food that is to be cooked 
later or incorporated into a recipe must be 
refrigerated immediately in covered shallow 
pans not more than 3 inches deep. 

Cut, sliced, or diced meats must be 
refrigerated immediately in shallow containers 
not more than 3 inches deep. 

Green vegetables of uncertain origin or 
suspected of being contaminated must be 
chemically sanitized by immersion for at least 15 
minutes in 100 parts per million (ppm) free 
available chlorine solution or 30 minutes in 50 
ppm free available chlorine solution. These 
items must be thoroughly rinsed with clean, 
-potable water before use. Head items such as let- 
tuce, cabbage, and celery must be broken apart 
" before they are sanitized. 

Frozen Foods 

Frozen foods are subject to deleterious 
quality changes inxolor, texture, odor, flavor, 
and nutritional value if improperly packaged, 
frozen, stored, or thawed. The proper pro- 
cedures for managing frozen foods include 
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sealing the foods in moisture- and vapor-proof 
containers or wrappers to prevent dehydration 
and freezer burn. Other measures are freezing 
foods in process freezers designed to cool bulk 
foods quickly to reduce chemical and biological 
deterioration, and storing the foods at a con- 
stant temperature not above O^F. 

Frozen foods must be thawed in a 
refrigerated space. Once thawed, frozen foods 
must not be refrozen. Thawing by exposure tc 
excessive heat is prohibited. Likewise, thawing 
by immersion in water or with the use of fans is 
prohibited. Frozen meats must be thawed 
gradually at temperatures of 36''-38''F and used 
as soon as possible thereafter. Frozen foods may 
be thawed in the galley or meat preparation 
space on board ship at room temperature if thaw 
boxes have not yet been installed and if no 
refrigeration space is available for this purpose. 
When frozen foods are thawed by this method, 
the temperature must not exceed SO^'F, items 
must remain in their original containers while 
thawing, precautions must be taken to ensure 
that foods are not allowed to remain at room 
temperature once thawed, and the Medical 
Department representative (MDR) must be 
notified of the thawing procedures. Frozen 
foods may be thawed in microwave ovens pro- 
vided, they are fully cooked immediately 
thereafter as part of the continuous cooking 
process. 

Freezing leftovers is prohibited. This in- 
cludes meat sauces, casseroles, and the like. 
Reconstituted and dehydrated foods are as 
susceptilble to bacteria and spoilage as fresh 
items. Dehydrated foods must be refrigerated or 
cooked immediately after reconstitution. 

Sandwiches 

Due to the method of preparation, types of 
filling, handling, and storage procedures, sand- 
wiches are potentially hazardous food items. 
The following requirements are therefore 
necessary. 

Sandwiches not prepared at the activity will 
be procured from an approved commercial 
source. They must be freshly prepared and the 
time between preparation and consumption held 
to a minimum. Sandwich fillings containing 
meat, meat products, eggs, poultry, poultry 



products, and fish that are to be held longer than 
3 hours before consumption must be prepared at 
room temperatures of SO^'F or below and 
refrigerated until consumption. Sandwiches that 
contain protein fillings exposed to temperatures 
between 40''-140''F must be consumed within 3 
hours or disposed of. 

Mayonnaise, catsup, and other condiments, 
including pickles, are issued as separate items 
and not included in the sandwich. Sandwiches 
must be individually wrapped. 

Chilled and frozen sandwiches are categor- 
ized as follows: 

Class I — Sandwiches containing meat, 
cheese, salad fillings, and leftovers. These sand- 
wiches are prepared and refrigerated daily and 
normally dispensed over the counter, in mobile 
food service trucks, or in refrigerated vending 
machines. 

Class II — Frozen sandwiches intended for 
use in flight or boat meals. These sandwiches are 
prepared in enlisted dining facilities and are 
authorized only when the preferred method of 
handling special meals is not .^easible. The 
following special requirements app ly to class II 
sandwiches: 

• Only freshly prepared sandwiches con- 
taining suitable ingredients for 
freezing will be used, 

• Each sandwich will be individually 
wrapped and sealed in a double 
thickness of polyethylene film, waxed 
paper, or other moisture-proof material. 

• Immediately after wrapping, sandwiches 
will be frozen to a temperature of O^F or below 
and maintained at that temperature. 

• Frozen sandwiches must be consumed 
within 5 hours after removal from 
the freezer. Each sandwich will be 
labeled at the time of issue with , 
the time and date; for example, 
**Consume by 
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Class III— Frozen sandwiches produced in a 
commercial frozen food operation in which a 
central kitchen is designed specifically for mass 
sandwich production. Each sandwich is 
hermetically sealed and frozen to O^F or below 
and maintained at that temperature during 
transportation and storage. These sandwiches 
are limited to bread, meat, and cheese portions 
and condiments not considered potentially 
hazardous foods, such as mustard. 

Frozen sandwiches are subject to the same 
requirements for thawing as other frozen foods. 
Outdated sandwiches must be discarded. Each 
sandwich must be labeled, marked, or stamped 
with the date and time of preparation and a 
**pull date." In addition, each carton or case of 
sandwiches must be stamped or affixed with the 
name and address of the processor and the 
preparation date. 

Pastries 

Cream puffs, custard filled cakes and pies, 
eclairs, and similar products must be prepared 
under strict sanitary conditions, covered, cooled 
quickly, and refrigerated until used. These items 
are highly perishable and provide ideal breeding 
grounds for pathogenic organisms. Only the 
quantity that will be consumed at each meal 
period will be prepared or procured. They must 
.remain under refrigeration while on the serving 
line, and any leftover items must be discarded as 
garbage. 

Other Foods 

Information concerning salad bars, serving 
lines, and self-service items is contained in the 
Manual of Naval Preventive Medicine, 
chapter 1. 

STANDARDS AND SANITATION 
OF FOOD SERVICE EQUIPMENT 
AND UTENSILS 

All equipment and utensils used in food 
service facilities under Navy and Marine Corps 
jurisdiction must be made of sanitary, nontoxic, 
corrosion-resistant materials. They must be 
designed, constructed, and installed to provide 



for ease of cleaning. Such equipment must not 
contain inaccessible spaces. A^W such spaces must 
be sealed to prevent the entrance of food 
particles and vermin. Equipment and utensils 
must be constructed for easy maintenance. Food 
service personnel cannot be expected to maintain 
sanitary standards if equipment or utensils 
cannot be easily cleaned because of improper 
construction or deteriorated condition, if special 
or unusual handling and dismantling tools are 
required, or if the labor is exceedingly tedious, 
•heavy, or time-consuming. For food service 
equipment to comply with NavyJsanitary stand- 
ards. Medical Department personnel must be 
consulted prior to local procurement and in- 
stallation. Equipment must be installed at least 6 
inches (8 inches aboard ship) from walls,.'floors, 
and adjacent equipment; or sealed to the wall, 
floor, and adjacent equipment on all sides. 

All food service spaces and equipment must 
be free from saU water connections and cross- 
connections and have a nonpotable water supply 
and submerged fresh water inlets. Exceptions to 
the salt water requirement are shipboard spaces 
containing food waste disposers that have been 
specifically approved by BUMED for use with 
salt water during the food waste grinding or 
pulping process and approved refrigeration units 
that use salt water. 

All surfaces that come into direct contact 
with food must be impervious, corrosion- 
resistant, and smooth. Cadmium plating, lead, 
and other harmful materials must not be used in 
food service equipment or utensils. Wooden 
paddles and other devices made of wood are 
likewise prohibited. 



Dishwashing 



General 

/ Extensive tests have shown that many com- 
municable diseases are transmitted by 
improperly washed and inadequately sanitized 
utensils and equipment. These items, including 
removable equipment components, may be 
washed by hand or machine; however, if 
available, machine dishwashing is preferred. 
Whatever method is used, the final results 
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depend on the knowledge, skill, and conscien- 
tiousness of the dishwasher as well as the equip- 
ment and materials available. Equipment 
maintenance and properly trained operators are 
key elements to good dishwashing. 

Contamination of clean and sanitized 
dishware can be prevented by eliminating cross- 
handling of soiled and clean items from splashes 
or sprays. The flow of dishware and utensils 
must be from soiled areas (scraping and 
preflushing) to clean areas (storage) to minimize 
the possibility of contamination from soiled ar- 
ticles. 

Towel drying of dishware and utensils is 
strictly prohibited, as is the use of dishmops, 
sponges, or cloths for dishwashing. A sufficient 
amount of sanitary storage space must be pro- 
vided to prevent contamination of clean and 
sanitized articles. Storage of dishware and uten- 
sils in sculleries that have approved salt water 
garbage grinders is prohibited. A sufficient 
supply of dining gear should be available to pre- 
vent the recycling of inadequately cleaned, wet, 
or hot dishware and utensils. 

Approved procedures for both manual and 
machine dishwashing are contained in the 



Manual of Naval Preventive Medicine, 
chapter 1. 

In the Field Dishwashing 

The proper washing and sanitizing of mess 
gear and utensils used in the preparation and 
serving of food in the field is essential to the 
continuing health of the unit. This becomes par- 
ticularly difficult since all unit members are ex- 
pected to wash their own mess gear. 

A model field dishwashing unit consists of 
five GI cans in a line as illustrated in figure 5-2. 

Long-handled brushes are attached to the 
first and second wash cans. In actively boiling 
water, immersion for 30 seconds in the rinse cans 
is sufficient for sanitization and will promote 
rapid air-drying. An additional can may be 
added for prerinsing before eating; this water 
should be freely boiling. 

With the additional pressures placed on in- 
dividuals in the field environment, sanitization 
of mess gear may not receive proper attention. 
Consequently, close supervision in the washing 
area is required. 
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For more information on field sanitation 
practices, refer to NAVPERS 1C819-B, Combat 
and Field Medicine Practice. 

STANDARDS AND SANITATION OF 
FOOD SERVICE FACILITIES 

All Navy food service facilities' ashore and 
afloat must be maintained scrupulously clean, 
clear of refuse and garbage, and free of rodent 
and insect infestations. All floors, walls, ceil- 
ings, studs, joints, rafte;s, and pipes must be 
constructed to provide easy access for-cleaning. 
Adequate^ light must be provided to all surfaces 
and equipment in food service spaces. AH rooms 
must be- adequately ventilated and air intake 
ducts and interiors of ventilation ducting 
cleaned at least quarterly to prevent accumula- 
tion of dirt and grease. Ventilation hoods and 
grease filters must be cleaned weekly to prevent 
fires. Meat cutting and preparation rooms at 
shore facilities must be air-conditioned and 
maintained at 50°F or below* The galley spaces 
aboard ship must be maintained at temperatures 

below SO^'F. 

At shore facilities garbage and refuse must be 
kept in leak-proof, nonabsorbent containers. 
Sufficient numbers of garbage and refuse con- 
tainers are required to prevent overfilling. They 
must be provided with light-fitting doors, lids, 
or covers and emptied as necessary during 
operation hours and at the end of each working 
day. Garbage and refuse on the premises must 
be stored in a location inaccessible to insects and 
rodents. Outside storage of garbage is pro- 
hibited except in garbage rooms. When garbage 
or refuse rooms are used, they should not be 
located within 100 feet of the food service 
facility. Garbage containers must be cleaned in- 
side and out after they are emptied at the end of 
the day. Dumpsters and other large containers 
for storing garbage must be cleaned with high 
pressure water or steam at least twice a week 
during fly-breeding season and ' whenever 
necessary at other times. 

Effective control measures to eliminate or 
control the presence of rodents, flies, 
cockroaches, and|other vectors and pests must 
be maintained. The food service facility and its 
adjacent grounds must be kept free of litter and 
debris. 



Report of Inspection 

Navy and Marine Corps food service 
facilities will be inspected at least twice a month 
by a Medical Department representative along 
with the food service manager/officer or the 
designated representative. The findings of the 
inspection ' will be reported on NAVMED 
6240/1. A sample form is shown in figure 5-3. A 
system has been established in which maximum 
defect points are awarded for each stated re- ^ 
quirement. The inspector assigns an appropriate 
number of defect points up to the maximum 
possible -and computes a sanitary compliance 
score (SCS). Complete step-by-step procedures 
for filing the report and computing the SCS are 
provided in the Manual of Naval Preventive * 
Medicine. 

When inspecting food service facilities and 
food items, use common sense and intelligence 
as a yardstick^The main objectives of an inspec- 
tion are to discover discrepancies in food service 
operation and to prevent the spread of food- 
borne illness. To be meaningful, inspections 
must be conducted carefully, thoroughly, and 
competently, and then evaluated. Members of 
the Medical Department who provide inspection 
services must know whatsis proper and im- 
proper, and why. When they note a defect, they 
should explain why it is a defect, why it is 
dangerous, and what can be done to prevent or 
correct the situation. Authoritarian attitudes 
may alienate them from the personnel whose 
cooperation is essential to achieve high levels of 
sanitation. 



WASTEWATER TREATMENT AND 
DISPOSAL 

GENERAL 

The proper disposal of waste materials is one 
of the most important measures for the control 
of waterborne diseases such as cholera and 
typhoid fever. The Federal Water Pollution 
Control Act Amendments of 1972 established 
the National Pollutant Discharge Elimination 
System fNPDES), which is a program to control 
waicf pollution, in the nation's waterways by 
limiting the discharge of polluted effluents into 
waters from point sources. 
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Chapter 5-PREVENTIVE MEDICINE 



The Chief of Naval Operations promulgates 
Navy policy and assigns responsibilities concern- 
iilg the prevention, control, and abatement of 
environmental pollution caused by naval ships 
and shore stations* 

The Navy Surgeon GeneiAl, through the oc- 
^c:upational and preventive medicine services at 
NRMCs and Navy environmental and preven- 
tive medicine units, is responsible for evaluating 
wastewater disposal systems ashore and afloat to 
eliminate potentially hazardous conditions that 
could adversely affect the health of personnel 

The Chief of Naval Material, through the 
Naval Facilities Engineering Command and the 
Engineering Field Divisions, provides technical 
assistance on compliance with Federal law and 
the NPDES Permit System in wastewater 
disposal. 

Individual commanding officers are respon- 
sible for ensuring the correct disposal and treat- 
ment of wastewaters. 

The use of approved municipal or regional 
wastewater collection and disposal systems is the 
preferred method of disposal of wastes from 
shore activities. Accordingly, municipal or 
regional wastewater disposal systems are used by 
Navy shore activities whenever feasible. 

V/henever use of a municipal or regional 
wastewater system is not possible or ap- 
propriate, the Navy must install and operate its 
own wastewater treatment and disposal 
facilities * 

Sewage may be treated by a wide variety of 
methods using simple self-contained systems or 
sophisticated en^neering ^systems. 

Medical Department responsibility in ashore 
waste disposal consists of periodically inspecting 
wastewater treatment and disposal systems to 
detect potential health hazards to operators and 
the surrounding community. This effort in- 
dudes being alert for any increase in disease 
among treatment plant operators or members of 
the surrounding community that may be at- 
tributable to exposure to human wastes. 

Health precautions for personnel who work 
with wastewater treatment systems include: 

# Keeping basic immunizations current. 
(Required immunizations include typhoid, 
polio, and tetanus.) 



# Refraining from eating, drinking, or 
smoking when working with or inspecting equip- 
ment that may be a direct source 
of contamination. 

0 Wearing coveralls, rubber boots, and 
rubber gloves when cleaning up waste 
water spills or leaks. (On completion 
of cleanup, contaminated clothing must 
be removed and placed in plastic 
bags for laundering. Cleanup personnel 
should then shower as soon as possible.) 

AFLOAT 

The overboard discharge of untreated 
sewage within the navigable waters of the United 
States and the territorial seas (within 3 miles of 
shore) is prohibited by Federal law for all 
DOD ships. To comply with the law, naval 
vessels are being equipped with marine sanita- 
tion devices (MSDs) that either treat sewage 
before discharge or collect and hold it until it 
can be properly disposed of through dockside 
sewer connections or pumped overboard in 
uniestricted waters. * 

MSDs on Navy ships increase the potential 
for contamination of berthing and working 
spaces with raw sewage. Therefore, the Medical 
Department representative must be familiar with 
the wastewater disposal system and the pro- 
cedures necessary to ensure the health and safety 
of the ship's crew. 

There are basically three different types of 
MSDs, including zero discharge systems with 
full volume flush (FVF), zero discharge systems 
with reduced volume flush (RVF), and flow- 
through treatment systems. 

The zero discharge system, with FVF uses 
a standard 3- to 5-gallon flush and stores 
this wastewater in holding tanks until it is 
discharged. The zero discharge system with RVF^ 
also collects and stores the wastewaters untij^^^^ 
they are discharged. This system differs from the 
FVF system in that it minimizes the volume of 
wastewater. The flow-through treatment system 
treats the water to acceptable limits before it 
discharges the effluent into the receiving water. 
Effluent is defined as wastewater or other liq- 
uid, treated or untreated, flowing out of a reser- 
voir, basin, sewage treatment plant, industrial 
treatment plant, or MSD. 



5-19 



ERiC 



HOSPITAL CORPSMAN I & C 



MSD Systems ^ 

The collection, holding, and transfer (CHT) 
system is the MSD system installed on most 
naval vessels. It operates in restricted waters 
where the wastes are collected and stored in 
holding tanks; at sea the wastes are disposed of 
over the side; jn^ port all waste is collected in 
holding tanks^and subsequently discharged into 
a sanitary' sewer or^hip waste offload barge 
(SWpBf or held until the ship reaches 
unrestricted waters and then pumped over the 
-side. 

Other, less frequently encountered systems 
include the Evaporative Toilet System (ETS), 
the JERED Vacu-Burn Sewage Treatment 
System, the KOEHLER-Dayton (KD) Recir- 
culating Flush,, and the Pall-Trinity 
Biological Treatment System. The operation and 
maintenance of these sewage handling and 
disposal systems are peculiar to the type of 
system installed. Such information may be 
found in the Ships Information Book (SIB) and 
the Manual of Naval Preventive Medicine, 
chapter 7. 

Inspection of MSDs 

MSP components (soil and waste drains, 
discharge lines, plugs, plates, valves, com- 
minutors, motors, pumps, and tank penetra- 
tions and manholes) should be regularly 
inspected for leaks by engineering personnel. 
The "paper towel" test can be used to detect 
leaks from pumps, comminutors, and piping. 
This test entails opening a paper towel and 
holding it 2 to 3 inches from the unit for several 
minutes. Even the finest spray can be detected 
on the paper towel. 

All leaks, spills, or other sources of con- 
tamination must be reported to the executive 
officer, the engineering officer/damage control 
officer, and the Medical Department represent- 
ative. The leak must be repaired and the system 
properly cleaned and, if necessary, disinfected. 

SEWAGE TRANSFER 

Sewage receiving facilities are being con- 
structed at all shore activites with fleet support 
capabilities. These facilities include sewer risers 
for the transfer of wastewater from the 



ship discharge risers to the shore sewer system. 
Facilities to store, maintain, and repair sewage 
transfer hoses are also included. Specific infor- 
mation and guidelines concerning all aspects of 
ship-to-shore wastewater transfer facilities- and 
operations procedures are provided in NAVFAC 
MO-340, Ship-to-Shore Hose Handling Opera- 
tions Manual. 

Most Navy ship MSDs are designed to 
discharge their wastewater to a shore receiving x 
facility when in port. This is normally done by 
connecting the ship sewage discharge risers 
directly to the pier sewage discharge risers. 

Wastewater may be discharged indirectly 
through connections to a SWOB or another ship 
system, which in turn discharges the waste watei 
into pier sewer risers. 

Most sewage connections, including ship-to- 
shore and ship-to-ship, are made by means of 
flexible transfer hoses 50 feet in length and 4 
inches in diameter. On submarines these hoses 
measure 2 1/2 inches in diameter. It is the 
responsibility of the shore based handling crew 
to deliver sufficient quantities of sewage transfer 
hoses and to make connections to pier sewage 
risers. The ship's crew is responsible for all ship 
sewage riser connections. 

Sewage transfer hoses must be kept clean and 
in good repair. After each use they must be 
flushed with high-pressure salt water for at least 
10 minutes before they are disconnected and 
stored. Use of unapproved hoses and adaptors is 
prohibited due to the possibility of cross- , 
connections with potable water lines. Under no 
circumstances will sewage transfer hoses be con- 
nected to potable water lines. 

If wastewater is spilled onto the deck or pier 
during discharge, the affected area must be 
flushed mih high-pressure salt water and 
disinfected^f necessary. 

As previously stated, sewage transfer hoses 
will normally be provided by the receiving 
activity. Sewage hose handling and storage 
facilities are designed to accommodate the 
repair, maintenance, and storage of transfer 
hoses. All hose handling and storage facilities 
are required to incorporate the following into 
their design and construction: 

# Wcfoden racks and tables for handling 
and storage are prohibited. 
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• All windows and doors must be 
adequately screened to prevent entry 
of vectors. 

• Back syphor.age devices must be installed 
on all potable water lines used for 
flushing and cleaning sewage transfer 
hoses. 

• Handwashing and shower facilities with 
hot and cold water, dispensable soap, 
and single use towels must be provided. 

> 

m All indoor work spaces must be well 
ventilated. 

• The sewage hose handling and storage 
must be constructed, equipped, and 
operated IaW Occupational Safety 
and Health Administration (OSHA) 
standards. 

PERSONAL HYGIENE, SANITATION. 
AND SAFETY 

Observing good personal hygiene and 
sanitary practices is essential to prevent the 
spread of contamination and the resulting out- 
break of disease aboard ship. 

Personnel who come in contact with sewage 
wastes must wear protective clothing and 
observe the following rules to minimize con- 
tamination: 

• Movement about the ship while wearing 
contaminated clothing must be kept to a 
minimum. 

• Contaminated clothing must be placed 
in plastic bags and laundered as soon 
as possible following cleanup operations. 

• Rubber boots, gloves, oxygen breathing 
apparatus (OBA) and other similar items 
must be cleaned with hot water and 
detergent and rinsed with an approved 
disinfectant solution. Personnel must 
thoroughly wash with soap and hot 
water as soon as possible before 
engaging in other activities. 



Spaces that become contaminated with 
sewage as a result of leaks or spills or sewage 
system backflow must be thoroughly cleaned 
with detergent and water. In addition, food 
service spaces, berthing spaces, and medical - 
areas must be treated with an approved 
disinfectant. 

Bilges contaminated with sewage wastes must 
be pumped out, washed down, and pumped out 
again. If potable water tanks form the floor of 
the bilge, daily bacteriological monitoring will 
be performed until it is certain that the tanks are 
not contaminated. Furthermore, all potable 
water tanks suspected of contamination must be 
secured until the water is determined to be safe 
for consumption. Signs are posted in spaces con- 
taining MSD equipment \yarning against eating, 
drinking, or smoking in these spaces. 

Personnel who handle or conrfect sewage 
transfer hoses will not handle potable water 
hoses without first washing and changing into 
clean clothing. No open fiames, flashlights, or 
electrical apparatus will be in or near holding 
tanks until they have been certified gas-free. 
When the space is certified gas-free, personnel 
may enter using an approved OBA and wearing 
a safety harness and tending line if only one 
person is entering the space. If more than one 
person enters the tank, they must keep each 
other in sight at oil times. 

MEDICAL DEPARTMENT 
RESPONSIBILITIES 

The presence of MSDs and the associated 
equipment and facilities aboard ship increase the 
risk of exposure to untreated wastewater, which 
in turn increases the potential for diseases 
associated with human waste. Medical Depart- 
ment representatives must become familiar with 
the MSDs on board their ship and 
knowledgeable in the proper personal hygiene 
practices and decontamination procedures con- 
cerning the operation and maintenance of MSD 
systems. The MDR's duties should include: 

• Conducting visual inspections of MSD 
components as part of the routine 
habita^ Uy and sanitation inspection 
program or, more frequently, at the discretion 
of the commanding officer. The MDR's routine 



5-21 



ERLC 



9'^ 



HOSPITAL CORPSMAN 1 & 



inspection responsibilities should be limited to 
spaces where there is an interface between the 
MSD components and food service, living and 
berthing, and medical spaces. 

• Indoctrination of personnel associated 
with the operation, maintenance, and repair of 
MSD systems concerning the potential health 
hazards associated with human wastes, proper 
personal hygiene, and the correct procedures for 
cleaning and disinfecting contaminated spaces. 

0 Providing omsite advice, when re- 
quested, in the correct procedures for personal 
protection and disinfection of spaces in the event 
of major spills or leal^. The MDR must be pre- 
sent for cleanups and disinfection of food 
service, living, and medical spaces. 

WASTE DISPOSAL IN THE FIELD 

The disposal of sewagj in the field is ac- 
complished by various special adaptations such 
as cat holes (for individual one-time use), pit and 
straddle trenches, deep pit latrines, and urine 
soakage pits. Specific information on these and 
other waste disposal systems for field use are 
contained in NAVPERS 10819-B, Combat and 
Field Medicine Practice, and FM2M0, Field 
Hygiene and Sanitation. 



COMMUNICABLE DISEASE CONTROL 

CONTROL OF SEXUALLY 
TRANSMITTED DISEASE 

The control of sexually transmitted disease 
(STD), formerly referred to as venereal disease 
(VD), is a command responsibility. The Medical 
Department is concerned with the medical 
aspects of STD and its control consistent with 
the policy outlined in SECNAVINST 6222.1 
? series. 



Responsibilities 

Staff Medical Officer. Staff medical officers 
at major fleet and shore commands will monitor 
and coordinate STD control efforts. 



STD Control Officer. Officers and petty of- 
ficers of the Navy Medical Department assigned 
the. function of STD control officer will advise 
local commands on STD control; assist when re- 
quested in basic STD education programs; ad- 
minister the STD interview and contact tracing 
program; cooperate with other military and 
civilian health authorities in the contact tracing 
program; collect data on occurrence; and main- 
tain liaison with the local Armed Forces 
Disciplinary Control Board and the command or 
district medical officer. 

Clinical Care Personnel. MDRs assigned the 
responsibility of diagnosing or treating STD, in 
addition to any of the duties listed above, will 
use current regimens and methods in diagnosing 
and treating STD; provide prophylaxis or 
epider^iological treatment when appropriate; 
cooperate with the STD control officer; assist in 
the STD education program; and ensure that pa- 
tients who have contracted STD are provided 
with special education aimed at preventing 
future infections. 



STD Control Program 

Current efforts in the STD control program 
include education, prophylaxis, diagnosis, treat- 
ment^ contact tracing, and evaluating these 
measures to determine their effectiveness. 

The diagnosis and treatment of STD is 
discussed in NAVMED P-5052-11A, Treatment 
and Management of Venereal Disease, and 
NAVPERS 10669-B, MM 3 & 2 RTM. 

Education 

Patient education is a primary tool in con- 
trolling the spread of STD. As you have heard 
many times, the best method of combating and 
controlling disease is to prevent it. 

The General Military Training Program 
(OPNAVINST 1500.22- series) is designed to 
provide all hands with a basic knowledge 
concerning STD and its prevention. Persons at 
high risk of contracting STD, especially those 
who have had one of these diseases, require 
more intensive education. STD control officers 
and MDRs must develop local programs to meet 
this need. 
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In the* past, educational efforts to control 
STD used the fear approach by illustrating gross 
malignancies and lesions of latent cases, while 
lightly passing over the early symptoms which, if 
recognized, encourage personnel to present 
themselves for early diagnosis and treatment. 
This type of educational approach, along with 
the policy of a disciplinary approach with 
resultant punitive measures, caused personnel to 
conceal their infection or to resort to self- 
treatment. The best approach to STD education 
is one that is straightforward, factual, and non- 
moralistic, which at the same time does not con- 
done promiscuity by implication. Emphasis 
should be placed on abstinence as the only sure 
method of prevention. However, prophylactics 
should be made available to prevent infections. 
It should be stressed that no punitive measures 
will be taken against people who contract one of 
these infections if they voluntarily report for 
treatment, regardless of the time lapse. Isolation 
or restriction is ordinarily not medically 
justified. 

Contact Interviewing 

Contact interviewing is a controlled conver- 
sation between the interviewer and an infected 
patient. Its purpose is to elicit information that 
will make it possible to find and bring to treat- 
ment everyone with whom the patient was sex- 
ually intimate during the critical period. This 
period is the time during which the infected pa- 
tient could have acquired and transmitted the in- 
fection. 

Contact interviews should be performed by 
qualified personnel who have attended a formal 
course in interviewing techniques under the 
auspices of a Federal medical service. Activities 
requiring qualified interviewers may contact 
area EPMUs for availability of such courses. At 
least one individual in the Medical Department 
of each command should be qualified to conduct 
contact tracing. Since at this time there is no re- 
quirement for personnel to attend a 
formal course befo.re performing contact tracing 
and interviewing, it behooves all senior hospital 
corpsmen to be familiar with the basic tech- 
niques involved. 

During the interview, three areas of informa- 
tion should be explored in detail. The first is 
concerned with general information about the 



patients^s social environment; the second with 
getting a medical history of previous sexually 
transmitted diseases; and the third with a history 
of sexual behavior and the people involved. For 
epidemiological purposes the interviewer will be 
concerned with two periods of time: a critical 
period and an interviewing period. The critical 
period is always determined individually for 
each patient and is based on the duration of 
symptoms and the maximum incubation period 
for the particular stage of the disease. The inter- 
viewing period is arbitrarily established by the 
interviewer, making it long enough to overlap 
the critical period. 

The MDR responsible for contact interview- 
ing is the single most important individual in the 
total STD control program, since the 
epidemiological success or failure is in his or her 
hands. To be most effective, the MDR must 
maintain an open mind concerning the patient's 
sexual behavior. The interviewer's personal 
moral standards and convictions must never be 
expressed, implied, or conveyed in any manner 
to the patient. The goal of the interview is to ob- 
tain the names of all the patient's contacts 
within the critical period of infection. Any and 
all information obtained in the interview is 
privileged communication and must remain so. 

There are no hard and fast rules for conduct- 
ing an interview. Each interview must be tailored 
to the individual patient. What works in obtain- 
ing results with one patient may alienate the next 
patient and result in poor information. Full step- 
by-step procedures and methods for conducting 
interviews are contained in NAVMED P-5036, 
Interviewer's Aid for VD Contact Investigation. 
The interviewing techniques described in 
NAVMED P-5036 are by no means the only ap- 
proach to the contact interview, but one that has 
proven successful for many interviewers. 
Common sense, sound judgment, and maturity 
are as important to the interviewer's success as 
are training and knowledge. 

Since patients probably cannot remember all 
the epidemiological information they are asked 
to furnish on their sexual contacts during a 
1-hour interview, they should be interviewed 
again later for additional information. 

The contact interviewer is required to com- 
plete and distribute the STD contact reports. 
PHS-2936, Venereal Disease Epidemiologic 
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Report (see fig. 5-4) is the most commonly used 
form in STD contact investigation. It should be 
completed on every sexual contact obtained in 
the interview. It may also be used for cluster 
suspects named by the patient. These are per- 
sons, other than contacts in the critical period, 
for whom an examination is deemed necessary. 
This form must be completed properly so that 
there is no doubt in the mind of the investigator 
as to the disease involved or the followup 
necessary. Instructions for completing and 
distributing this form are located in NAVMED 
P-5036. The routing of the form may vary in dif- 
ferent locations. Individual commands should 
check with State and local health authorities for 
routing procedures in their jurisdiction. Most 
States also request that a patient morbidity card 
be completed on all patients diagnosed as having 
STD. 

Personnel involved in STD control programs 
should continually evaluate the effectiveness of 
the efforts made in local STD control programs 
so that more effective measures may be in- 
stituted, as requiredv and high risk areas and 
personnel requiring more intensive attention can 
be identified. 

Typewritten and complete documentation of 
all STD diagnoses should be rhade of SF 600, 
Chronological Record of Medical Care. STD 
iollowups are also entered on the SF 600. 

Contact Investigation 

Contact investigation is defined as the 
locating and bringing to therapy persons known 
to have been exposed to an infected person. 
These persons are identified and located on the 
basis of information obtained from the inter- 
view. 

Few contact investigations are carried out by 
military STD workers except on certain military 
installations and in occupied areas. Civilian con- 
tacts arc usually the responsibility of the local 
public health department. However, you should 
be aware of the methods and techniques used, 
since a patient might be concerned with how the 
investigation is to be conducted. The best 
method of acquiring this information is to meet 
with the contact investigators of the local health 
department, who can outline the method of 
operation for that area. 



TUBEPCULOSIS CONTROL PROGRAM 

While the incidence of tuberculosis 
(TB) is slowly declining in the United States, 
substantial numbers of cases still occur in the 
Navy and Marine Corps, and the potential for 
epidemics remains. The purpose of the TB Con- 
trol Program is to prevent its spread by early 
detection and treatment of personnel with active 
disease. Personnel who develop a reactive skin 
test are at risk of developing clinical TB and 
must have periodic chest X-rays to detect active 
disease. With modern medical management 
most people who develop clinical TB may be ex- 
pected to return to duty; but early detection is 
still eskntial to reduce the impact of the disease 
on patients, their associates, and the service. 

The Navy and Marine Corps TB Control 
Program consists of case finding and patient 
disposition. 

Case Finding 

# Routine TB Screening Program. The pur- 
pose of this program is to detect as early as 
possible individuals who have been infected by 
tubercle bacilli or who have progressed and 
developed clinical TB. 

• The TB skin test (Mantoux method) is 
the basic method used for routine TB case find- 
ing and is used for individuals with previously 
recorded nonreactive or unrecorded skin tests. 

• A chest X-ray is used for routine TB 
case finding in individuals who have previously 
recorded reactive skin tests. 

• Tuberculosis Contact Investigation 
Program. The purpose of this program is the 
early detection of TB in personnel who may have 
been exposed to an active TB case and who con- 
sequently may be at high risk of developing the 
disease. 



Patient Disposition 

Patients with reactive TB tests or abnormal 
clinical or laboratory findings are further 
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investigated. Those suspected to have or 
diagnosed as having the disease receive care or 
treatment. 

When to test, how to test, and what to do 
with reactive andnonreactive personnel; respon- 
sibility and procedures for local program 
management; and reporting requirements are 
discussed at length in BUMEDINST 6224.1 
series. All Medical Department personnel con- 
cerned with the TB control program, especially 
MDRs aboard ship, must be thoroughly familiar 
with the contents of this instruction. 

In general, all personnel will be tested at least 
annually and more often if circumstances dic- 
tate. Upon discovery of a case of TB in the com- 
mand, a Disease Alert Report, MED-6220-3, will 
be prepared and submitted lAW MANMED. 
The patient's close contacts, as determined by a 
medical officer or MDR, will be located, 
screened, evaluated, and reported. When a pre- 
sent or former member of the command has 
suspected or confirmed TB, a contact investiga- 
tion program must be started. Each person who 
has been a close contact of a known, active, in- 
fectious case of TB will be screened. A Tuber- 
culosis Contact/Converter Follow-up Form, 
NAVMED 6224/1, will be started and placed in 
the health record of each individual affected. 
Each contact will be initially tested and subse- 
quently reexamined at 3-, 6-, and 12-month in- 
tervals. 

Report of Tuberculosis Contact Investiga- 
tion, MED-6224-9, is submitted to the Chief, 
BUMED, with copies to the area NEPMU and 
DM0. This report is required upon initial study 
and again at 3-, 6-, and 12-month intervals. 

The Annual Report of Tuberculin Retesting, 
MED-6224-8, is prepared by all activities having 
Medical Department personnel and submitted 
annually by 1 February. Medical Department 
personnel should maintain a tickler system to en- 
sure compliance with TB control program re- 
quirements» 

The current drug of choice f TB 
chcmoprophylaxis is isoniazid (INH). 
Chcmoprophylaxis is given to active duty per- 
sonnel under 35 years of age who art? reactors 
and who have never received such a course 
before, provided no contraindications exist. 
Decisions concerning chemoprophylaxis in per- 
sons aged 35 and over must be made on an 



individual basis. Generally, chemoprophylaxis is 
indicated for tuberculin reactors over 35 when 
the danger of contracting active TB is signifi- 
cant. 

IMMUNIZATIONS 

Requirements for routine and special im- 
munizations must be strictly adhered to. 

When administering immunizations, it is ac- 
cepted practice to have a physician nearby. 
Therefore, routine immunizations are not nor- 
mally administered at sea. The crews of ships in 
port will receive immunizations as close as 
possible to prescribed schedules. The crew of a 
ship incapable of deploying for prolonged 
periods, such as during overhaul or construc- 
tion, is not required to receive immunizations re- 
quired only of alert forces. However, foresight 
must be used to avoid last minute immunizations 
at the time of deployment or transfer. In some 
circumstances mass immunizations, such as pro- 
phylactic administration of gamma globulin, 
will become necessary. The most common 
method of mass immunization is through the use 
of **shot lines." You will undoubtedly 
remember this practice from bodt camp. 
Foresight and preplanning should preclude the 
routine use of mass administration techniques in 
routine immunizations. However, in special 
situations, such as administration of influenza 
virus vaccine, the use of shot lines is a practical 
solution to the problem. When immunizations 
are administered on a mass scale, the tendency 
to shortcut recommended procedures increases 
the likelihood of contamination and improper 
administration. Conscientiousness, attention to 
detail, and observance of all recommended 
precautions and techniques listed in NAVMED 
P-5052-15 and BUMEDINST 6230.1 series must 
be practiced to 'ensure safe and effective im- 
munizations. 

QUARANTINE REGULATIONS 

Quarantine procedures in the Navy are 
designed to prevent dissemination of human, 
animal, or plant diseases from place to place. 
Basic regulations and detailed instructions are 
contained in SECNAVINST 6210.2 series. Addi- 
tional information in MANMED 22 and other 
published instructions should be consi\lted. 
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It is the responsibility of Medical Depart- 
ment Personnel ashore or afloat to be well in- 
formed concerning current naval quarantine 
regulations and instructions and to give advice 
and make recommendations in matters of 
quarantine to the commanding officer. In the 
United States and its Territories and posses- 
sions, quarantine authority and responsibility is 
assigned by Federal statute to the USPHS for 
human diseases, the USDA for plant and animal 
diseases, and the Department of the Interior for 
wildlife diseases. Local, State, city, and county 
authority is also recognized by the Navy and 
must be complied with. 

By international agreement, four diseases are 
quarantinable: cholera, plague, smallpox, and 
yellow fever. 

While emphasis is placed on measures to pre- 
vent the spread of quarantinable diseases, the 
Medical Department is responsible for recom- 
mending measures to prevent the spread of all 
communicable diseases both within and among 
the naval establisTunents and civilian com- 
munities. , 

By international convention a Certificate of 
Deratization, or a Deratization Exemption Cer- 
tificate is required of vessels entering most 
foreign ports to avoid detention for fumigation. 
This certificate must be issued by the USPHS 
and is valid for 6 months. MDRs of ships pro- 
ceeding to foreign ports must apply for a cer- 
tificate before departure. These certificates are 
obtained by requesting that a rodent inspection 
be made by a USPHS representative. If rodents 
are present on inspection, deratization measures 
are required. After deratization, a Certificate of 
Deratization will be issued. If no rodents are 
found, a Certificate of Deratization Exemption 
will be issued. 

Ships proceeding to foreign ports will meet 
the quarantine requirements issued by proper 
authority of such port. Upon arrival at a foreign 
port, local requirements pertaining to quaran- 
tine regulations should be checked. 

For ships arriving at ports under the control 
. of the United States, routine submission of a 
Maritime Public Health Declaration as described 



in SECNAVINST' 6210.2 series will be limited 
to: 

• Ships that in the 15 days before arriving 
in a U.S. port have had any passengers or crew 
members with a temperature of IWF or higher, 
which persisted for 2 or more days, or which was 
accompanied by a rash, jaundice, glandular 
swelling, or diarrhea severe enough to interrupt 
normal work or cause death. 

• Vessels that have been in a smallpox- 
infected country within 15 days before arriving 
in the U.S. 

• Vessels that have been in a plague- 
infected country within 60 days before arriving 
in the U.S. 

Vessels arriving in ports are no longer re- 
quired to complete a quarantine declaration 
unless boarded under the conditions listed 
above. The boarding inspector will furnish the 
declaration. 

International Health and USPHS Quaran- 
tine Regulations no longer require ships to uSe 
rat guards except when the ship is berthed in a 
port where plague is endemic or where large rat 
populations are present. In some CONUS ports, 
rat guards are required for all naval vessels. 

Interstate hiovement within the United States 
of etiologic agents and persons with com- 
municable diseases are governed by Federal 
regulations. These regulations are designed to 
prevent the spread of disease from one State to 
another and are enforced by the USPHS and 
State health departments. Commanding officers 
should maintain liaison with the USPHS and 
regional offices. 

SAFETY AND INDUSTRIAL HEALTH 

No preventive medicine program is complete 
without consideration of the health hazards 
presented by improper safety practices and 
hazardous working conditions. 

METALS AND OTHER MATERIALS 

Under certain conditions many materials 
vaporize and give off very toxic fumes. Lead 
vaporizes , when it is heated or melted. It will 
therefore be a hazard only if it is being welded or 
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cut, or if metal is being cut that has been painted 
with lead-containing paint. Using a proper 
respirator will genemlly prevent inhalation of 
metal fumes. 

Selenium is found in many rectifiers that 
under certain conditions may break down and 
give off a brown, choking vapor. A proper filter 
respirator will protect against inhalation. 
Cadmium-plated objects must not be heated 
under any circumstances. 

Beryllium absorbed into the body in any 
form leads to a chronic, progressive, fatal 
disease. Use extreme caution when working with 
metal containing beryllium. For details see 
BUMEDINST 6260.13 series. 

Metal fume fever is a condition caused by in- 
halation of fumes from zinc, iron, magnesium, 
or lead; or metals containing any of these base 
metals. Remember, cutting or welding these 
metals, painting with lead base paints, or solder- 
ing with material containing hazardous metals 
creates health hazards. 

When working with hazardous metals, you 
must refrain from smoking as this increases the 
likelihood of inhalation of the resulting fumes. 

ASBESTOS CONTROL 

Asbestos is a general term used to describe 
several fibrous mineral silicates used for asbestos 
cement products, fircproofing, insulation, and 
asbestos cloth. 

Inhaling asbestos fibers can produce severe 
lung damage in the form of fibrosis. Asbestos is 
also a factor in the development of cancer 
(mesothelioma) of the membranes lining the 
chest and abdomen. 

Although asbestos-free substitute materials 
are being developed, much asbestos material 
continues to be used in the Navy, particularly in 
boiler and pipe , insulation, which will involve 
"ripout" and potential personnel exposure for a 
number of years to come. 

OPNAVINST 6260.1 series and 
BUMEDIlNiST 6260.14 series provide guidance 
concerning occupational health standards, con- 
trol, and medical surveillance requirements for 
asbestos exposure. 

Local exhaust ventilation control measures 
and dust collection systems must be installed and 
maintained to control the concentration of 



airborne asbestos fibers. See NAVSHIPTECH 
Manual for control procedures. Asbestos must 
be handled or otherwise worked in a wet state to 
prevent it from becoming airborne. All asbestos 
waste, including bags, containers, equipment, 
and contaminated clothing will be collected, 
wetted down, and disposed of in sealed bags or 
containers. Persoimel working with asbestos will 
be provided with respirators, coveralls, head 
coverings, gloves, and foot coverings. 

HALOGENATED HYDROCARBONS 

Halogenated hydrocarbons are compounds 
of carbon and hydrogen, in which one or more 
of the hydrogen atoms have been replaced by the 
halogens chlorine, bromine, fluoride, or iodine. 
They are normally used in gaseous or liquid 
form as solvents, refrigerants, fumigants, insec- 
ticides, paint removers, dry cleaning fluids, and 
repellents. 

All halogenated hydrocarbons are hazardous 
to health in some degree if inhaled, swallowed, 
or absorbed through the skin. 

• Inhalation— Acute inhalation of vapor or 
gas may produce dizziness, headache, and cen- 
tral nervous system depression leading to un- 
consciousness and death. Chronic exposure to 
small amounts may cause serious damage to the 
liver and kidneys. 

• Swallowing— Gastrointestinal irritation 
and damage to the liver and kidneys. 

• Exposure of skin and eyes— Halogenated 
hydrocarbons cause severe conjunctivitis if eyes 
are exposed to gas, vapor or liquid. Many of 
these materials dry the skin and are absorbed, 
causing systemic effects. 

When exposed to high temperatures or 
ultraviolet radiation (such as that generated by 
arc-welding), halogenated hydrocarbons decom- 
pose and form extremely toxic materials such as 
phosgene gas and hydrogen chloride. In case of 
fires in areas containing these materials, all per- 
sonnel entering these spaces must be provided 
with a self-contained breathing apparatus. A!! 
halogenated hydrocarbons must be labeled pro- 
perly and special care must be taken to avoid 
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confusing materials because of similarly spelled 
names. Whenever halogenated hydrocarbons are 
used, adequate ventilation must be provided. All 
personnel working with halogenated hydrocar- 
bons in confined or enclosed spaces must use 
breathing equipment and wear protective 
clothing. In addition, they must be periodically 
tested as prescribed in BUMEDINST 6260.12 
series. 

OTTO FUEL II 

Otto Fuel II is a liquid propellant used in cer- 
tain types of torpedoes. It can be harmful or 
fatal if swallowed, inhaled, or absorbed through 
the skin. The first symptom is nasal irritation 
followed by headache. 

Personnel exposed to Otto Fuel II should 
have predeployment' and yearly physical ex- 
-aminations. Personnel with a history of ar- 
rhythmia, angina, hypertension, or hypotension 
must not be assigned to work with this fuel. Ven- 
tilation systems for preparation and 
maintenance operations involving Otto Fuel II 
must be installed to ensure that excess exposure 
to Otto Fuel II does not occur. Until such ven- 
tilation systems are provided, personnel working 
in and around areas where Otto Fuel II is being 
- .used must be provided v/ith a positive pressure 
breathing apparatus. A daily change of freshly 
laundered coveralls is required. A neoprene 
apron must be worn over the coveralls and^ 
neoprene or polyethylene gloves provided. The 
gloves must be discarded at the end of each new 
operation. See BUMEDINST 6260 series for ad- 
ditional information. The hazards discussed 
herein are not all-inclusive. Each ship or station 
is an individual command; thus, the health 



hazards and hazardous materials within each 
command will vary. You, the MDR, must seek 
out and identify the hazards within your com- 
mand. 

ACCIDENT PREVENTION PROGRAM 

Under the direction of the commanding of- 
ficer, the medical officer or MDR assumes 
responsibility together with the safety officer for. 
establishing a comprehensive safety and accident 
prevention program. This includes inspecting 
machinery, tools, equipment, and work methods 
for accident hazards and making recommenda- 
tions to correct discrepancies and ensure Com- 
pliance with recommeded policies. 
OPNAVINST 5101.2 and 5100.18 series outline 
responsibilities and procedures for the Ship- 
board Accident Prevention Program. 




HEARING CONSERVATION PROGRAM 

The health problems created by intense noise 
ashore and afloat continue to increase. 
OPNAVJNST 6260.2 series provides for the 
establishment of uniform and effective hearing 
conservation programs throughout the Navy. 
The basic objective of these programs is to pre- 
vent hearing loss in personnel exposed to 
hazardous noise levels. 

Commanding officers are iresponsible for im- 
plementing the basic elements of the program. 
MDRs are responsible for ensuring that the basic 
elements of the program are accomplished lAW 
OPNAVINST 6260.2 series. 
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CHAPTERS 

MEDICAL ASPECTS OF CHEMICAL, BIOLOGICAL, 
AND RADIOLOGICAL DEFENSE 



CHEMICAL DEFENSE 



To appreciate the importance of defense 
against chemical agents, one only has te study 
the disastrous experience of unprepared and im- 
properly indoctrinated troops in World War L 
The importance of planning and training for 
defense against chemical agents cannot be 
underestimated. 

Chemical agents may be dispersed by 
modern weapons for strategic as well as tactical 
purposes; the areas of their employment are 
limited by the range of the weapons or aircraft 
used by the combatant force. The chances of 
surviving a chemical attack are increased as 
knowledge of the nature of the agents and of the 
use of correct protective measures is increased. 

A naval unit afloat finds itself in a unique 
situation insofar as defending against toxic 
chemical agents is concerned. Because agents 
can- be released as clouds of vapor or aerosol, 
they can envelop the exterior of a vessel and may 
penetrate within the hull due to the extensive use 
of ^ificial ventilation aboard ship. Therefore, 
extensive contamination may result from such 
an attack. As the ship, in most cases, cannot be 
abandoned; it must be decontaminated while the 
personnel manning it continue to eat, sleep, live, 
and fight on board. 

The medi&l officer or the hospital corpsnian 
on independent duty must organize the Medical 
Department to meet the medical needs of 
defense against chemical agents well in advance 
of actual need. All hands must be indoctrinate(|^ 
in the use of protective equipment and self-aid 



procedures. Close liaison and planning must be 
maintained with damage control personnel 
responsible for area decontamination, and all 
medical personnel must be informed of the ap- 
proved methods currently available for treat- 
ment of casualties resulting from the use of 
chemical agents. 



Self-Prolection and Trealmeni 



In a chemical attack, the first priority is to 
ensure your own survival so that you may then 
treat casualties. There are several items available 
to help you survive a chemical attack, and you 
should know how to use them. They inchide a 
protective mask, which should be put on at the 
first indication of a chemical attack. It will filter 
out all known chemical agents from the air and 
allow you to work in a chemically contaminated 
area. In addition, there is the M258 personal 
decontaminatioiv kit, which is to be used to 
chemically neutralize any toxic chemical agent 
you may have on your Clothing or skin Finally, 
there is the automatic nerve agent antidote injec- 
tor for your own.use if you become a nerve agent 
casualty. Familiarize yourself wUh your equip- 
ment so you will know how it works when you 
need it. 



Decontamination 

Procedure 

The guiding principle in personnel decon- 
tamination is to avoid spreading contamination 
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to clean areas and to manage casualties without 
aggravating other injuries. 

It will frequently be necessary to decide 
whether to handle the surgical condition or the 
chemical hazard first. If the situation and the 
condition of the casualty permit, decontamina- 
tion should be carried out first, for the longer 
the chemical remains on the body the more 
severe will be the danger of spreading 
the chemical to other personnel and 
^equipment. 

In general, the following order of priority of 
first aid for contaminated casualties is recom- 
mended: 

• If contaminated with a liquid nerve gas 
(anticholinesterase): 



• Control of massive hemorrhage 



• Decontamination of the face and eyes 
and adjustment of the mask if in 
a contaminated atmosphere 



• Removal of contaminated clothing 
and decontamination of body surfaces 
after entering an uncontaminated area 



• First aid for shock and wouifds 



# If contaminated with a liquid vesicant 
(blister gas): 



# Control of massive hemorrhage 



• First aid for life-threatening shock 
and wounds 



S Decontamination of exposed skin and 
eyes 

• Removal of contaminated clothing 
and decontamination of body surfaces 



• Adjustment of patient's mask, if a 
mask seems necessary 



• First aid for less severe shock and 
wounds 



The basic plan for sorting and handling 
casualties is indicated in figure 6-1. This plan 
should be modified to fit specific needs. In 
general, the decontamination station; or '^dirty" 
area, receives casualties contaminated with a 
chemical agent. The arrangement of this area 
will vary with the site of the medical unit and the 
facilities available for decontamination. 



All ships of the force will have at least two 
decontamination stations, insofar as the hull 
design permits. The "dirty" areas should be top- 
side or in some weil-ventilated space. Personnel 
manning these areas should be provided with 
protective equipment. 

In the **dirty" area casualties will be decon- 
taminated, undressed, showered, and passed 
along to clean areas. Both areas should be 
clearly marked **clean" or * 'contaminated." 
Decontamination kits, protective ointment, and 
an abundant supply of soap and water must be 
provided. In addition, standard first-aid items 
should be on hand. It will be extremely helpful if 
small trestles, boxes, or similar supports are im- 
provised so that stretchers may be placed on 
them and thus be raised off the deck. 

Personnel handling contaminated cases 
must avoid spreading contamination to other 
personnel and to spaces not set aside as areas of 
reception of contaminated cases. Contaminated 
personnel, clothing, or equipment must be kept 
out of uncontaminated areas. The subsequent 
decontamination of such spaces is quite difficult 
and must be avoided. Contaminated clothing 
and gear must be placed in designated dump 
areas and, insofar as practical, must be kept in 
metal cans with tightly fitting covers. 

Supplies 

The medical officer or Medic4 pepartment 
representative is responsible for maintaiain^ 
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CONTAMIHATED A DIRTY | 

WOUNDED t 

I 

FREE VENTILATION; SOME COVER. 1 
REMOVE CONTAMINATED OUTER 
CLOTHING, GEAR, AND BLANKETS. 
SPEED IN UNDRESSING DESIRABLE. 
CHANGE TO CLEAN LITTER, BLAN- 1 
KETS. SKIN PENCIL AREAS OF | 
CONTAMINATION. UNDRESSERS, 1 
BEARERS MASKED AND PROTECTED:] 



SENTRY 



L 



r 



B PIR TY 



iKtAY BE WARMED, UNDERCLOTHES ! 
I REMOVED AND PASSED FORWARD OR I 
I PLACED IN SACKS OR BINS FRE- 1 
IQUENTLY REMOVED. OINTMENT OR I 
I SOAP AND WATER TO SKIN AREAS I 
I BELIEVED EXPOSED. WASHING I 
iFACILITIES. ATTENDANTS MASKED, I 
IPROTECTED. ^ | 



CLEAN 
WOUNDED 



C CLEAN 



RECEPTION ALL CASES. 
RECORDS. 



D CLEAN 

TREATMENT 
ADDITIONAL MEDICAL AID. 



Cle 



^^^•^m Cortominated 
Contaminated emergency 



I 



E CLEAN 

AWAITING EVACUATION. 



1 , 

CONTAMINATED A.B DIRTY 
EMERGENCY 

EXTEMPORIZED AREA OR 
SPECIALLY DESIGNATED 
FACILITY FOR EMERGENCY 
OPERATIONS ON CONTAMI- 
NATED WOUNDED WHO ARE 
DECONTAMINATED WHEN 
INDICATED. 



Figure 6-1.— Basic Plan for Sorting and Handling Casualties. 



adequate supplHes for the decontamination and 
treatment of chemical, biological, and 
radiological casualties. 

Medical decontamination supplies are sup- 
plied to ships of the force on a personnel 
strength basis as listed in current AMALs and 
BUMEDINST 6710.50, 

The following materials will be provided and 
stowed in a suitable mounted cabinet or chest at 



the primary and secondary decontamination 
stations: 



STOCK NUMBER 

L6505-14M90b 

L359(W)0-170-8462 
L6515^309-6500 
L6515^363-8840 
L6515-00-379-6820 



ITEM DESCRIPTION 
Hexachlorophene soap, bar, 

4 02 

Clipper, hair, surgical 
Bath, eye, glass 
Scissors, bandage, 7 1/4' 
Syringe, bulb, 4 oz 



6-3 



ERIC 



134 



HOSPITAL CORPSMAN 1 & C 



STOCK NUMBER 

L6640-0()-l65-5778 
L664O-00-729-6484 

792(W)0-772-5935 
7920-00-823-6931 
Open purchase 



ITEM DESCRIPTION 

Bottle, urine specimen 
Tube, biological sampling, 
100s 

Brush, scrub 
Towels, paper, 30s 
Nail clipper 



The cabinets will be kept locked, and the 
keys will be in custody of the damage control 
assistant during emergency conditions. Cabinets 
and chests will be stenciled with a red cross and 
marked '^DECONTAMINATION MEDICAL 
SUPPLIES/* 

BIOLOGICAL DEFENSE 

Epidemics arising from natural causes have 
plagued military forces for centuries and in 
many instances have determined the outcome of 
campaigns. In the past, recognition of this drain 
on personnel undoubtedly has led to attempts to 
produce illness in epidemic proportions through 
pollution of water and food supplies as well as 
through other means, but the dissemination of 
disease-producing organisms has never been 
employed on any significant scale as a weapon of 
war. ^ 

Since Worid War'II, due to the general ad- 
vancement of knowledge in the various fields of 
biological sciences and as a result of known 
research in many countries on the use of 
microorganisms as a weapon of war, biological 
warfare has become a very real possibility. 

In the hands of the unscrupulous enemy, an- 
tianimal and antiplant agents could be powerful 
instruments of war, reducing or destroying a na- 
tion's food supply. This chapter, however, is 
concerned only with agents that would be :5ffec- 
tive against populations, and although their 
effectiveness has never been established by ac- 
tual use in war, they are considered to have 
grave military capabilities. 

Biological warfare has certain aspects in 
common with chemical warfare in that 
biological agents may be dispersed in the air and 
may travel dovvnwind in the same manner as a 
gas cloud. These agents may be inhaled unless a 



protective mask is worn and may cause disa- 
bility or death. They are capable of con- 
taminating clothing, equipment, food, and 
water supplies. Some types of agents may persist 
in the target area for "considerable periods of 
time. 

Biological agents, unlike most war gases, 
cannot be detected by the physical senses or by 
chemical detectors, and their presence or 
identity can be determined only^by laboratory 
examination of air samples or contaminated ob- 
jects. The time lag between exposure and the 
onset of disease symptoms will usually be a 
matter of days, rather than hours, as is the casc^ 
with most chemical agents. All persons will not 
be similarly affected even though exposed to the 
same dosage of biological agents. Some may 
escape disease entirely, some may have a very 
mild attack, and some may become seriously ilL 

Individual Protection 

As in the case of exposure to most com- 
municable diseases, the natural resistance of the 
body and the. maintenance of the body in the 
best possible physical condition constitute im- 
portant lines of defense against biological 
agents. However, immunity and states of good 
health cannot be expected to triumph over 
massive onslaughts of biological agents that may 
have been tailored to create varying degrees of 
incapacitation including death. To reduce the ef- 
fectiveness of such attacks, protective equip- 
ment has been provided and defensive measures 
have been delineated to protect the individual. 
In general, these measures closely parallel those 
provided for defense against chemical attack. 

Since the inhalation of airborne organisms is 
considered to be the preatest potential hazard in 
biological warfare, tl..- protective mask is an im- 
portant component of defensive equipment. A 
mask that is in good condition and has been 
property fitted will greatly reduce the possibility 
of inhaling infectious material in the air. Since 
the individual cannot detect the presence of 
biological agents, the use of the mask and other 
protective equipment will depend upon early 
warning. 

To produce disease, biological agents must 
gain entrance into the body. A concentration of 
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biological agents on the skin might, in lime, be 
transferred to a portal of entry. Any type of 
clothing will provide some protection by reduc- 
ing the quantity of agents coming in contact with 
the skin. The degree of protection afforded is 
dependent upon how well the fabric stops 
penetration and the number of layers of clothing 
being worn. Since this protective effect is due to 
the rhechanical filtering or screening action of 
the cloth, it is important that shirt and jacket 
collars be fastened, sleeves rolled down and 
cuffs buttoned, trouser cuffs stuffed inside tops 
of boots or socks, and all other garment open- 
ings tied or otherwise secured to minimize the 
entry of airborne organisms and to reduce the 
risk of bodily contact with biological agents that 
may be present on the surface of the ground or 
in the air. 

Military headgear helps safeguard the hair 
from heavy contamination, and ordinary gloves 
or mittens provide protection for the hands. The 
impregnated type of clotliing issued for protec- 
tion against chemical agents provides a higher 
degree of protection than the ordinary uniform, 
and whenever it is available it should be used. 

Upon notification of an attack with 
biological agents, or before entering an area 
known to be contaminated by them, the in- 
dividual will: 

• Put on protective ma3k and check it for 
correct fit. 

• Button clothing. Tie clothing at wrists 
and ankles with string or extra shoelaces. 
Put cn special protective clothing, if 
available. 

• Put on gloves, if available. 

• While in the contaminated area, maintain 
the provisions outlined above, 

• Upon leaving the area, proceed with 
decontamination measures to the extent 
the situation permits. 

Groap Protection 

In biological as well as in chemical and 
radiological warfare, a tightly constructed 
shelter offers great protection. The shelter must 
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be pressurized to prevent entrance of the 
kTUcroorganisms, which is accomplished by in- 
troducing filtered air into the shelter. If the 
shelter is reasonably tight, this incoming air will 
cause any flow of air to be outward. Any 
building, shelter, or field fortification without 
this feature provides only limited protection 
froni aerosols. Eventually microorganisms will 
penetrate through cracks and will constitute a 
respiratory hazard unless the protective mask is 
worn. Again, utilization of shelters will depend 
upon early warning. 

Protection of Food and Water 

Food and water supplies are especially 
susceptible to deliberate contamination. Civilian- 
supplies all too frequently do not receive careful 
supervision and protection and must always be 
suspected of accidental or deliberate contamina- 
tion. It should also be emphasized that water is 
not necessarily pure just because it comes from a 
faucet. In some countries pure water is the ex- 
ception rather than the rule. The safest rule is to 
consume only foods and drinks received from 
military sources. Procedures for protection of 
the water supply and routines for inspection and 
decontamination are well defined in the military 
and, if diligently observed, will protect from 
deliberate contamination. 

Water 

Chlorination is the almost universal method 
of purifying water, and it destroys most of the 
biological agents. Boiling may be required to en- 
sure proper decontamination in exceptional 
cases. 

The military establishes water points in the 
field whenever possible. The equipment location 
at these points provides for filtration as well as 
cholorination and, when properly operated, is 
effective in removing organisms that produce 
disease. Some biological agents cannot be 
destroyed by normal water purification tech- 
niques. When biological agents are known to 
have been used, all drinking water must be 
boiled. In preparing water for large numbers, 
the boiling procedure should be supervised. 
Water boiling may, of necessity, become an in- 
dividual responsibility and may be so directed. 
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For small groups of people, the Lyster bag is 
provided as a suitable container for the storage 
of water that has already been treated for use in 
the purification process. Water that has not been 
made potable previously is purified in the Lyster 
bag by means of chemicals. Water purification 
procedures are discussed in detail in chapter 1 1 
of the HM 3 & 2 RTM. 

Food 

In the event of a known or suspected 
biological attack, all exposed or unpackaged 
foods not in critical supply should be '^destroyed. 
In most instances, food can be rendered safe for 
consumption by application of moist-heat cook- 1 
ing procedures. In some instances, deep fat 
cooking is adequate. Some foods, how^r, 
cannot be sterilized becaus*^ the treatment wmiid 
render them unacceptable for consumption. 



Decontamination 



The extent to which personal decontamina- 
tion can be carried out following actual or 
suspected exposure to biological -agents will de- 
pend upon the existing tactical situation and the 
facilities available. If the situation permits, con- 
taminated clothing should be carefully removed 
and tilt body washed thoroughly with soap and 
water before donning fresh clothing. Specific at- 
tention should be given to decontamination and 
the treatment of skin lesions. 

Personnel not physically able^to handle their 
own decontamination become th^ responsibility 
of medical personnel. Since illness resulting 
from exposure to biological warfare may be 
delayed because of the incubation period, 
decontamination may occur before the in- 
dividual becomes ill. Decontamination of the 
wounded, however, will not have been carried^ 
out and is the respon:»ibility of Medical Depart- 
ment personnel. In the management of the 
wounded, a problem of priority may exist. 
When the situation and the condition of.- the 
casualty permit, decontamination should come 
first. However, massive hemorrhage, asphyxia, 
or other life-endangering conditions naturally 
receive priority. 



In general, all candidates for decontamina- 
tion should first have all exposed areas 
thoroughly washed with soap and large amounts 
of water, the mask adjusted, and all con- 
taminated clothing removed. The casualty may 
then be moved to a clean area where the wounds 
can be treated. 

Decontamination procedures are the same as 
those used for casualties of chemical warfare. 

RADIOLOGICAL DEFENSE 



Self-Protection 

Teams entering contaminated areas to 
Remove casualties and those working in decon- 
lamination stations need have no fear of alpha 
'and beta particles penetrating the skin if they 
take ordinary precautions to keep the skin, ade- 
quately covered. The main concern is to prevent 
radioactive contamination of the body via in- 
halation or ingestion. This can be accomplished 
by wearing an appropriate face mask. If one is 
not available, the following improvisations are 
suggested for some protection: 

e Eight layers of thin cotton; for example, 
a mfin's folded handkerchief 

• Three surgical masks 

• A turkish towel 

• Three layers of toilet tissue (CAUTION: 
The tissue absorbs moisture from the 
breath and will tear easily.) 

Under most conditions foul weather gear of 
standard stock issue will protect ordinary 
clothing and skin from direct contact with 
radioactive contamination. A complete outfit in- 
cludes the parka, trousers, rubber boots, and 
gloves and should be worn {together with the 
mask) for rescde work after contamination 
zones have been established. Those who have 
only ordinary work clothing must consider 
themselves inadequately protected. 

Radioactive decay progresses rapidly in the 
early hours after a nuclear blast, and the hazards 
no rescue workers can be reduced considerably if 
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operations can be delayed until natural decay 
has reduced the level of radioactivity. If teams 
trained in the use of survey instruments are 
available, guesswork can be eliminated since 
they will determine the intensity of radiation 
with their instruments and mark perimeters of 
danger zones. 



Decontamination Stations 

In a large-scale nuclear catastrophe there 
may be innumerable casualties suffering not 
only from mechanical injuries and thermal 
burns, but from radiation injuries and 
psychological reactions as v/ell. One of the first 
problems will be to organize an efficient sorting 
system. The medical facility should consist of a 
personnel monitoring station, a clean and a 
contaminated emergency treatment station, a 
decontamination station, a sorting station, and 



various treatment stations. An ideal medical 
facility design is shown in figure 6-2. It should be 
set up so that personnel must pass through a 
monitoring station prior to sorting for medical 
care. If there is a need for decontamination, the 
casualty should be routed through the decon- 
tamination station on the way to the sorting sta- 
tion. If possible, the physical layout should be 
arranged so that no casualty can bypass the 
monitoring station and go directly to a treatment 
station. Also, casualties who are contaminated 
should be unabl^ to enter clean areas without 
first passing through a decontamination station 

Patients broughfin by the rescue teams or ar- 
riving on their own should first proceed through 
the monitoring station to determine whether or 
not they are contaminated with radioactive 
material. No medical treatment should be in- 
stituted in the monitoring station. 

Generally speaking, only personnel who have 
had training and experience as members of 
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MONITORING STATION 



CLEAN 

EMERGENCY TREATMENT STATION 



CONTAMINATED 
EMERGENCY f^lEATMENT STATION 



DECONTAMINATION STATION 



SORTING STATION 



CATEGORY I 
TREATMENT 
STATION 



CATEGORY II 
TREATMENT 
STATION 



CATEGORY III 
TREATMENT 
STATION 



CATEGORY IV 
TREATMENT 
STATION 



CATEGORY V 
TREATMENT 
STATION 



Figure 6-2.— Patient Flow Pattern and Medical Treatment Facility. 
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Radiological Safety and Radiological Decon- 
tamination teams or as members of Damage 
Control parties should be assigned to the 
monitoring station. However, those operating 
the monitoring station should have a basic 
knowledge of and experience with radiac in- 
struments. In this way, individuals can be used 
in either capacity should the need arise. 

After the patients are monitored, they are 
directed or taken down one of four avenues, 
depending upon their physical conditions. Those 
requiring immediate lifesaving measures should 
be assumed to be contaminated and routed 
directly through the monitoring station to the 
contaminated emergency treatment station. 
Definitive monitoring for these individuals may 
be performed at the decontamination station. 
Both treatment stations are set up much the 
same and should have only those facilities 
necessary for immediate lifesaving forms of 
treatment. Personnel working in these stations 
should be better versed in emergency first-aid 
care than those used for monitoring and for 
rescue teams, and they need not be trained in 
radiation monitoring. 

After emergency lifesaving procedures have 
been attended to, casualties from the clean 
emergency treatment station should be taken 
directly to the sorting station, and those from 
the contaminated treatment station should be 
taken to the decontamination station. 

Casualties not requiring immediate 
emergency treatment should be taken or sent 
from the monitoring station directly to the 
sorting station or to the decontamination 
station, whichever is appropriate. The decon- 
tamination station should be set up to to take, 
holdj and dispose of all contaminated clothing 
and to supply clean replacement clothing after 
the casualty has been decontaminated. It will 
also require monitoring equipment, showering 
and washing facilities, and some capability for 
su|;gical (e.g., wound) decontamination when 
necessary. 

Of the personnel available to the treatment 
facility, several of those most Experienced and 
knowledgeable in radiological safety and radia- 
tion protection should be assigned supervisory 
jobs in the decontamination station. Also, it is 
highly desirable to have some personnel with 
operating room experience to decontaminate 



patients with traumatic injuries. It is not 
necessary for the other personnel working in the 
decontamination station to have any appreciable 
training or experience other than that given 
when the medical facility is put into operation. 

Decontamination 

Early removal of radioactive "dirt" will 
reduce radiation burns, radiation dosage, and 
the chances of inhaling or ingesting radioactive 
material. There are twQ rules to be remembered 
in the removal of radioactive contamination: 

1. Removal of radioactive dirt is ac- 
complished with soap and water, or failing this 
combination, creams or other skin preparations 
listed below. 

2. Contamination is easily spread, so ''spot" 
cleaning must be attended to before general 
decontamination procedures are started. 

Cotton swabs or gauze may be used to 
decontaminate moist areas, gummed tapes to 
decontaminate dry areas. If after cleansing 
decontamination is inadequate, the process 
should be repeated three to five times; then, if 
contamination persists, one of the following 
preparations should be tried: 

• A mixture of 50% detergent and 50% 
cornmeal with enough water added to make a 
paste. This should be used with additional water 
as necessary and the radioactive area scrubbed 
(preferably with a soft bristle surgical brush) for 
5 minutes, then rinsed. 

• A mixture of 30% detergent, 60% 
sodium hexametaphosphate, 5% carboxy methyl 
cellulose, and 5% water. This should be used 
with additional water, the area scrubbed for 1 
minute, then rinsed. 

• A cream made of 8% carboxymethyl 
cellulose, 3% detergent, 1 % 
ethylenediaminetetraacetic acid (Versene), and 
88% water. This cream should be rubbed into 
the contaminated area vigorously for 1 minute, 
then wiped clean. 

• Abrasive soap used with water in a scrub- 
bing action. 

• Mechanics* waterless hand cleansing 
cream, which should be rubbed into the area for 
1 minute, then wiped or rinsed off. 
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After the hot spots have been removed, the 
second step is to shower with soap and water. 
Scrub the entire body, including the hair and 
nails. After the shower, monitor again; if any 
contamination remains, again spot clean and 
shower. If the hair is contaminated, shampoo it 
several times. 

If it becomes apparent that shampooing has 
not removed the radioactive material, clip the 
hair close to the scalp as necessary to remove the 
radioactive material. 

If areas become tender from excessive 
washing, it may be necessary to restore some of 
the skin oils. To do this, add a small amount of 
cornmeal to lanolin or ordinary hand or face 
* cream, rub this mixture into the skin for 5 
minutes, allow it to remain on the skin for 
another 5 minutes, then remove it. This will 
soothe the skin and prepare it for futher decon- 
tamination if additional steps are necessary. 
Decontamination, should be continued until the 
radioactivity has been reduced to the "safe" 
level set by the responsible Medical Department 
representative, or until it is decided that surgical 
removal of the involved area is necessary in 
which case steps should be taken to bring the 
casualty to the care of a surgeon. 

The steps outlined above require large 
amounts of water. Facilities available may have 
only a limited supply of "clean** water. The 
following decontaminants attempt to take ad- 
vantage of the chemical properties of the con- 
taminant: 

• Apply dilute (1% solution) ammonium 
citrate or dilute (1 % solution) citric acid to the 
"hot" areas and rub for at least 5 minutes, then 
rinse the chemical off with plain water and dry 
the area. ^ 

• Add 1 gram of a 1-to-l mixLure by weight 
of tartaric and citric acids to a basin of water 
and soak the hot area in this for several minutes. 
This is especially recommended for con- 
taminated hands and feet. 

Project any uncontaminated cut, scratch, or 
wound Nvith an impermeable tape or other 
suitable material while decontaminating the rest 
of the body. If a wound is already con- 
taminated, the simplest and least drastic 



decontamination method available should be 
tried first, always by trained medical personnel. 
First the wound should be carefully bathed or 
flushed with sterile water, and a reasonable 
amount of bleeding should be encouraged. 

Following decontamination, standard triage 
procedures, described in chapter 4 of the 
HM3&2KTM, are used'. 

Additional information pertaining to the in- 
itial management of irradiated or radioactivity 
contaminated individuals may be obtained from 
the current BUMEDINST 6470.10. 



Contaminated Material and Supplies 

Radiological material may be removed but 
not destroyed. Water then becomes a special 
problem. Water coming from an underground 
source usually is free from radioactive materials 
and is therefore usable, but water coming from a 
reservoir that has to depend upon a surface 
watershed for its source will not be usable. For- 
tunately, regular water-treatment processes that 
include coagulation, sedimentation, and filtra- 
tion will remove most fallout material, and if the 
reservoir water can be properly treated, it will be 
usable again. But for safety's sake, never drink 
untested water. Distillation frees water of 
radioactive material providing emergency drink- 
ing water. 

Supplies and food can be protected from 
residual radiation by storage in dustproof con- 
tainers. Although the outside of the containers 
may become contaminated, most of this 
radioactive material may be removed by 
washing. The container can then be opened and 
the contents removed and used without fear of 
causing significant contamination. 

The outer wrappings on medical supplies and 
the peelings on fruit and vegetables also afford 
protection to their contents. After carefully 
removing the outer coverings and checking the 
contents, it may be found that these materials 
will be safe to use. 

Contaminated clothing should be handled 
with care. It should never be casually placed on 
furniture, hung on walls, or dropped on floors. 
Clothing should be stored in garbage cans or 
disposable containers. If these are not available, 
it should be placed on pieces of paper large 
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enough to be rolled and secured. Grossly con- 
taminated clothing should be propeily disposed 
of by an authorized method, such as burial at 
sea or in deep pits or trenches, whichever is ap- 
propriate. 

If clothing is in short supply, lightly con- 
taminated clothing may be salvaged by special 
laundering techniques. An effective procedure is 
to have the clothing checked and separated into 
different activity levels. Three washings in hot 



water with detergent should follow for each 
level. After the initial three washings, the 
clothing should be washed three times in a warm 
IVo Versene detergent, then thoroughly rinsed 
and dried. To be sure that this procedure has 
freed the clothing of radioactive material, each 
article should be monitored before it is released 
for reuse. Rubber and piastic materials are 
readily decontaminated in a warm detergent 
wash. 
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CHAPTER 7 

CLINICAL LABORATORY 



Introduction 

In this chapter we will discuss the classiHca- 
tipn of bacteria, some of the more common 
pathogens* and the preparation, staining, and 
examination of specimens. Also included are 
basic serologic tests, such as the rapid plasma 
rcagin (RPR)^card test for syphilis and the Mono 
spot test for infectious mononucleosis; the 
potassium hydroxide (KOK) preparation for the 
identification of fungi; and the principles and 
procedures fof blood grouping and typing. 

Bacteriology 

Bacteriology is the study of bacteria. Of 
primary interest to hospital corpsmen is medical 
. bacteriology wjiich deals with the bacteria that 
cause disease in man. 

Bacteria are prokaryotic microorganisms of 
the kingdom Protista. They reproduce asexually 
by binary fission in which the cell divides into 
two new cells. They are found almost 
everywhere, tlje human body harboring vast 
numbers. Many bacteria are beneficial and 
essential to human life, only a few are harmful 
to man. 

Since there are thousands of different 
bacteria, a method of classification is essential. 
Bacteria are classified according to their (1) 
disease-producing ability, (2) growth re- 
quirements, (3) morphologic characteristics, (4) 
colonial morphology, (5) biochemical activity, 
(6) toxins and (7) Gram's stain reaction. 

The disease producing ability is termed either 
pathogenic or non-pathogenic. Pathogens are 
bacteria that cause diseases and non-pathogens 
arc the harmless bacteria. Many bacteria that are 
essential to our body are called common or 



normal flora in their proper environment. For 
example, adpha streptococcus in^ the throat is 
common flora, but when it is found elsewhere, 
such as in the blood stream, possibly as a result 
of tooth extraction, it may cause septicemia and 
endocarditis. / 

The four growth requirements are (1) - 
temperature^ (2) oxygen, (3) nutrition and (4) 
moisture. Temperature requirements are divided 
into three categories. 

a. Psychrophilic— those that reproduce best 
at 15^ to 20^ C 

b. Mesophilic— those that reproduce best at 
20^ to 45^ C 

c. Tiiermophilic— those that reproduce best 
at 50^ to 55^ C 

0 

The oxygen requirements vary accordmg to 
the amount of oxygen needed for an organism to 
grow or reproduce. Aerobes are those organisms 
that reproduce in the presence of oxygen. 
Obligate aerobes are those that grow only in the 
presence of free oxygen. Anaerobes are 
* organisms that do not reproduce in the presence 
of oxygen and obligate anaerobes are those that 
grow only in the absence of free oxygen and are 
killed if exposed to free oxygen. Facultative 
organisms are those that grow both in the 
presence of free oxygen and in oxygen-free at- 
mosphere. Microaerophilic organisms are those 
that grow only in reduced amounts of free ox- 
ygen. 

Nutritionally, different bacteria require dif- 
ferent foods which their particular environment 
must provide. Autotrophic bacteria are self- 
nourishing and hetjsrotrophic bacteria are not 
self-sustainiqg. Moisture is indispensable for 
bacterial growth. 
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Morphologic characteristics arc based on 
three distinct shapes or categories: 

a. Coccus (pi. cocci)— spherical, appearing 
singly, an pairs, chains, clusters, or packets. 

b. Bacillus (pi. baccilli)— rod-shaped, ap- 
pearing singly, in chains, or palisades. 

c. Spirillum (pi. spirilla)--spiral-, 
corkscrew-, or comma-shaped, appearing singly 
only. 

A colony is a cohesive iftttss composed of 
many millions of bacterial cells, growing on or in 
a medium, such as blood agar, as a result of the 
multiplication and division of a single cell. 
The size, color, shape, edge, topography, consis- 
tency and odor of the colony vary with each 
organism. 

Three special structures assist in the 
classification of bacteria-. The capsule is a 
gummy, gelatinous, or mucoid- structure sur- 
rounding certain bacteria. The spore is an inac- 
tive, resting, and resistant form produced within 
the organism, usually as a resuh of unfavorable 
environmental conditions. The third and final 
special structure is the flagellum which is a hair- 
likc structure that provides motility. 

Toxins generally arc waste products of 
metabolism in a bacterial cell: Some bacteria 
produce toxins that attack red blood cells in a 
medium such as blood agar. 

a. Alpha hemolysin— produces partial 
hemolysis and changes the medium to a green 
color. 

b. Beta hemolysin— completely lyses tht 
RBC, leaving a clear zone of hemolysis. 

c. Endotoxin Gow potency)— comprises part 
of the cell wall and is released by autolysis of the 
bacterial cell. 

d. Exotoxin (high potency)— is a soluble 
protein poison that is secreted bythe living cell. 

Gram's stain reactions can either be positive 
' or negative. Gram-positive reactions will stain 
dark blue-black. Gram-negative reactions will 
stain deep pink or reddish. 

Common Bacteria 

Bacteria are named by genus and species* 
The first word (capitalized) indicates the genus; 



the second word (not capitalized) indicates, 
species, a subdivision of genus. 

EXAMPLE: GENUS ' SPECIES 

Neisseria gonorrhoeae 

Cocci 

Gram-positive cocci (stain dark blue with 
Gram's stain) 

1. Streptococcus pneumoniae— causes 
pneumonia 

2. Beta-hemolytic streptococci Group 
A— causes strep throat 

3. Staphylococcus aureus — most common 
cause of boils and furuncles as well as 
osteomyelitis, pneumonia, septicemia, endocar- 
ditis and impetigo 

Gram-negative cocci (stain dark pink with 
Gram's stain). 

1. Neisseria gonorrhoeae (gonococcus)— 
causes gonorrhea 

2. Neisseria meningitidis (men^ngo- 
coccus)— causes meningitis 

Bacilli 

Gram-positive bacilli 

h Corvnebacterium diphtheriae— causes 
diphtheria 

2. Clostridium (all are anaerobic and spore 
formers) 

a. C. perfringens ( welchii )— causes gas 
gangrene 

b. C. septicum— causes gas gangrene 

c. C. tetani— causes tetanus or lockjaw 

d. C. botulinum — causes food poisoning 
(botulism) 

Gram-negative bacilli 

L Yersinia ( Pasteurella ) pestis — causes 
bubonic or pneumonic plague 

2. Brucella abortus — causes undulant fever 
(brucellosis) 

3. Bordetella pertussis— causes whooping 

cough 
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Intestinal (Enteric) Gram-Negative Bacilli 
Salmonella 

1. S,. typhi— causes typhoid fever 

. 2. ^. paratyphi A & B— causes paratyphoid 
fever 

3. S. newport (S. enteritidis )— causes 
gastroenteritis 

Shigella— all of these cause bacillary 
dysentery (shigellosis). 

L ^. dysenteriae (group A) 

2. S. flexneri (group B) 

3. S- boydii (group C) 

4. S^. sonnei (group D) 

Vibrio cholerae (comma)— causes cholera 

Escherichia coli— normally a nonpathogenic 
organism in the intestine, but if it gets into the 
abdominal cavity it can cause peritonitis. E. coli 
has also been known to cause urinary tract infec- 
tions and diarrhea. 

Smears 

A smear can be made of almost all body 
.discharges, lesions, or sediments obtained by 
centrifugation of spinal fluid. 

Preparation of Smear 

1. Smear specimen on a glass slide prev- 
iously cleaned with alcohol or acetone and 
polished with lens paper. A thin and evenly 
spread smeaV is preferred for easier reading of 
the smear and identification of various 
organisms. Emulsify specimen with saline if 
thick. 

2. Label the smear and circle material to be 
stained with a diamond point pen for easier 
identification and location of the material after 
staining. 

3. Let the smear air dry. Forced heat drying 
will distort bacterial cells and other materials. 

4. Fix the smear by passing it through a 
flame (smear side up) 3 to 4 times. DO NOT 
BURN SMEAR. 

5. Let slide cool and then stain. 



Gram's Stain 

The most common and useful staining pro- 
cedure used in bacteriologic work is that of 
Gram. It is most likely to yield valuable informa- 
tion and should be done in all cases when 
staining is indicated. It is also used for the ex- 
aminution of cultures to determine purity and 
for purposes of identification. 

Mucker's Modification of Gram's Stain 

«» 

1. Crystal violet/ammonium oxalate solu- 
tion (primary stain): 

Yeast contamination is common and the 
stain must be ^Itered before use. Use only cer- 
tified crystal violet. Gentian violet and methyl 
violet are not recommended because they con- 
tain impurities. 

Solution A : 

Crystal violet (certified) 2 g 

Ethyl alcohol (95 percent) 20 ml 

Solution B : 

Ammonium oxalate 0.8 g 

Distilled water 80 ml 

Mix solutions A and B, store for 24 hours, 
filter, and store at room temperature, in a dark 
bottle, in a dark place, away from direct 
sunlight. 

2. Iodine solution (mordant): 

Iodine crystals (USP) 1 g 

Potassium iodide 2 g 

Distilled water 300 ml 

Grind iodine and potassium iodide in 
mortar. Dissolve potassium iodide in a flask in 
as small amount of water as possible. Add iodine 
crystals to potassium iodide solution. When 
dissolution is completed, add remainder of 
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distilled water. Mix and let stand at room 
temperature for 24 hours. Filter and store in a 
dark bottle, away from direct sunlight. 

3. Decolorizer 

Acetone 1 volume 

Ethyl alcohol (95 percent) 1 volume 

Mix 1 volume of acetone with 1 volume of 
ethyl alcohol and store in a tightly sealed bottle. 

4. Safranine 0 counterstain: 

Safranine 0 ' 0.25 g 

Ethyl alcohol (95 percent) 10 ml 

Distilled water 90 ml 

Dissolve dye in ethyl alcohol, then add 
distilled water to dye solution and let stand at 
room temperature for 24 hours. Filter and store 
away from direct sunlight. 

Procedure for Gram's Staining 

After the smear has been dried, heat-fixed, 
and cooled off, proceed as follows: 

1. Place slide on staining rack and cover 
specimen with crystal violet. Let stand /or 1 
minute. 

2. Wash briefly in tap water and shake off 
excess. 

3. Cover specimen with iodine solution and 
let stand for 1 minute. 

4. Wash with water and shake off excess. 

5. Tilt slide at 45'' angle and decolorize with 
the acetone-alcohol solution until the purple 
color stops running. Wash immediately with 
water and shake off excess. 

6. Cover specimen with safranine and let 
stand (or 30 seconds to 1 minute. 

7. Wash with water, shake off excess, and 
gently blot dry. The.smear is now ready to be 
read. (Use oil immersion lens.) 

Pdndple of Gram's Stain 

The crystal violet stain is the primary stain, 
which stains everything in the smear blue. The 



Gram's iodine acts as a mordant that causes the 
crystal violet to penetrate and adhere to the ^ 
gram-positive organisms. The acetone-alcohol 
mixture acts as the decolorizer that washes the 
stain away from everything in the smear except 
the gram-positive organisms. The safranine is 
the counter-stain that stains everything in the 
smear that has been decolorized: pus cells, 
mucus, gram-negative organisms. The gram- 
negative organisms will stain a much deeper pink 
than the pus cells, and mucus will stain even 
lighter pink than the pus cells. 

Reading and Reporting Smears 

Place a drop of oil in the slide and, using the 
oil immersion objective of the microscope, read 
the smear. All body discharges contain ex- 
traneous materials such as pus cells and mucus. 
Of interest, however, are the types of bacteria 
that may be present. The stained smear reveals ^ 
only two things: the morphology and the stain- 
ing characteristics of the bacteria present. 
Positive identification requires cultures and fur- 
ther studies. 

Tb'; hospital corpsman reports only what he 
or she sees. 

EXAMPLE: **Smear shows numerous gram- 
negative bacilli." If two or more types of 
bacteria are seen in a smear, the rule is to report 
them in order of predominance, for example: 

1 . Numerous gram-positive cocci in clusters 

2. Few gram-negative bacilli 

Gram-positive organisms are easy to see 
because they stain a deep blue or blue-black. 
Gram-negadve organisms stain a deep pink, but 
since the background, material is also pink, 
minute and detailed inspection is necessary 
before reporting the results. 

In the presence of gonorrhea the smear will 
reveal large numbers of pus cells with varying 
numbers of intra- and extra-cellular gram- 
negative, bean-shaped cocci in pairs. Such a 
finding can be considered diagnostic. It is im- 
portant to point out that only a few of the 
thousands of pus cells on the slide may contain * 
bacteria, and sometimes it requires considerable 
search to find one. 
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Serology 

Serology consists of procedures by which an- 
tigens and reacting serum globulin antibodies 
may be measured qualitatively and quantita- 
tively. Serologic tests have been devised to detect 
either antigens present or antibodies produced in 
a number of conditions. Most are based on ag- 
glutination reactions between antigen and a 
'specific antibody. 

Antigen is a substance which, when intro- 
duced into an individual who does not already 
possess that substance, may stimulate the in- 
dividual's cells to produce specific antibodies 
that react to this substance in some detectable 
way. The four basic characteristics of an antigen 
are: it. must bo foreign to the bSdyf it must 
possess a high molecular weight, it must gain en- 
trance into the body, and it must have a high 
speciPcity to stimulate tissues to produce a 
defensive protein substance called antibody. 

Antibodies are the specific defensive proteins 
produced when an antiperi stimulates individual 
cells. They are produced by the host in response 
to the presence of an antigen, and are capable of 
reacting with antigens in some delectable way. 

The antigen-antibodj reaction takes place as 
a result of a reaction between specific antibodies 
in the plasma and antigen present on cell sur- 
faces. 

Rapid Plasma Reagin (RPR) 
Card Test for Syphilis 

The RPR test is a sensitive, easily done 
screening test for syphilis. It is performed on 
unheated plasma or serum. Everything needed 
for the test is in a kit available commercially. 
The antigen suspension used is very stable and 
can be refrigerated unopened for 1 year. This is 
very useful aboard ship and at small stations not 
equipped to do the VDRL. 

Preparation of Antigen 

1. Attach needle hub to tapered fitting on 
plastic dispensing bottle. 

2. Gently shake antigen ampule to suspend 
particles and then snap off top at the breakline 
on the neck of the ampule. 
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3. Withdraw the antigen suspension into the 
collapsible dispensing bottle by suction. The an- 
tigen is good for 1 month without and 3 months 
with refrigeration. 

4. Upon completing the test, remove the 
needle, clean it, and replace the screwcap on the 
dispensing bottle. 

Performing the Test 

1. Attach the rubber bulb, using the 
capillary tubes in the kit. 

2. Draw the plasma or serum up to the black 
line on the tube. 

3. Place the plasma or serum into one of the 
test circles of the diagnostic card. 

4. Shake the antigen dispensing bottle 
gently, holding it in a vertical position while 
squeezing IP drop of the antigen onto the test 
area. 

5. Use a clean stirring stick to mix the an- 
iigen suspension with the test suspension and 
spread the mixture over the entire area. 

6. Rock the card slowly for a maximum of 4 
minutes. 

a. When agglutination occurs in less than 
4 minutes, discontinue rocking. 

b. If no agglutination is observed, the 
full 4 minutes should be used. 

Reading and Reporting the Resuits 

1. Originally the test was read 
microscopically, but the addition of charcoal 
particles to the antigen now permits non- 
microscopic identification of the Hocculation or 
agglutination. 

2. Report test as 

a. Reactive if specimen shows agglutina- 
tion or flocculation. 

b. Nonreactive if specimen shows no ag- 
glutination at the end of four minutes. 

c. If the RPR test is reactive, an FTA- 
ABS test must be run on the specimen. 

Monospot Slide Test (FSN 6505-01-OOS- 
4375) for Infectious Mononucleosis 

The main reason for including this test is that 
mononucleosis imitates many diseases so well 
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that diagnosis is confiriried only by selecdve 
serologic tesdng. 

Principle of the Test 

1. Absorption of serum with a suspension of 
a guinea pig or horse kidney antigen removes an- 
tisheep aggludnins in the serum of patients with 
serum diseases and various infectious diseases. 

2. In some serum of patients with infectious 
mononucleosis a substantial part of the an- 
tibodies remains after absorption. 

3. Absorption with a suspension of beef cells 
removes the antisheep agglutinins in infectious 
mononucleosis, but leaves them in other infec- 
tious diseases. 

Rapid slide tests for infectious mononuc- 
leosis are based on these principles. Suspensions 
of guinea pig kidney and beef erythrocyte 
stomata result in satisfactory instant absorption 
of antibodies and clear differentiation between 
infectious mononucleosis and noninfectious 
mononucleosis sera. Infectiqus mononucleosis 
antibodies may be demonstrated as early as the 
4th day of illness and practically always by the 
21st day. Positive results may continue for 
several months. 

Procedure 

L On a clean slide (supplied with kit) place 
one drop of guinea pig antigen, reagent I, into, 
box number 1. 

2. Place one drop of the beef erythrocyte 
stomata, reagent II, into box number 2. 

3. Add one drop of test serum on plasma to 
both boxes. Mix each with separate sticks. 

4. Add one drop of horse erythrocyte an- 
. tigen (supplied with kit) to both boxes. Mix each 

with separate disposable sticks. 

5. Rock slide back and forth for 2 minutes 
so that livquid flows slowly over the entire area of 
the boxes. 

6. Read results after 2 minutes. 

a. Agglutination in box 1 is positive for 
infectious mononucleosis. 

b. Agglutination in box 2 is positive for 
noninfectious mononucleosis. 

c. No agglutination in either box is 
negative for mononucleosis. 



A positive control is included in each kit for 
the purpose of checking the effectiveness of the 
reagents. 

Fungus (p!. fungi) 

Fungi are heterotrophic, chlorophyll-free, 
thallophyllic organisms. They ' reproduce by 
spores, which germinate into long filaments 
called hyphae. As the hyphae continue to grow 
and branch, they develop into a mat of growth 
called the mycelium (pi. mycelia). From the 
mycelium, spores are produced in characteristic 
arrangements. These spores, when dispersed to 
new substances, germinate and form new 
growths. Reproduction is often asexual, usually 
by budding, as in yeast, but certain fungi have 
sexual reproduction. 

Common superficial infections of the skin 
caused by fungi are athlete's foot and ringworm 
of the scalp. 

Potassium Hydroxide (KOH) Preparation 
for Identification of Fungi 

Fungi are seen in clustered round buds with 
thick walls accompanied by fragments of 
mycelia. Scrapings from the affected area of the 
skin are "mounted in 10 percent potassium 
hydroxide for positive laboratory diagnosis. 

Demonstration of the fungi in infected tissue 
can be accomplished by the following metho(^ 

1. Place skin, hair, or nail scrapings from 
the affected area on a slide and add a drop of 10 
percent potassium hydroxide. Dissolve 10 g of 
potassium hydroxide (KOH) in ICO ml of dis- 
tilled .water. 

2. Place a coverslip on the preparation. 

3. Warm the preparation gently over a 
flame, being careful not to boil it, and allow it to 
stand until clear. Do not allow preparation to 
dry out. 

4. Read preparation, using high-power ob- 
jective with subdued light. 

• a. Fungi in skin and nails appear as 
refractile fragments of hyphae. 

b. In hair, fungi appear as dense clouds 
around the hair stub or as linear rows inside the 
hair shaft. 



7-6 




147 



Chapter 7— CLINICAL LABORATORY 



Blood Grouping 

Blood transfusion, the term used for the 
process of transferring blood from one person to 
another, is often a lifesaving remedy, especially 
in cases of severe hemorrhage, anemia, and in- 
fection. 

In 1900 Landstciner discovered the first 
blood group system which initially comprised 
groups A, B, and O. Later the AB system was 
added. 

The work showing that blood can be 
classified into these four groups was done by 
random crossmatching of the bloods ot a large 
number of people. Two specific antigens (also 
called agglutinogens) were found on the red 
cells. These were called A and B. One group of 
red cells contained no A or B antigen and was 
called 0. A fourth group contained both A and 
B antigens and was called AB. Antibodies (ag- 
glutinins) were found in the serum of blood. 
These were called anti-A and anti-B antibodies. 
A person of group A blood (A antigen) has anti- 
B antibodies (agglutinins) in the serum. A group 
B individual has anti-A antibodies; a group O in- 
dividual has both anti-A and anti-B antibodies; 
and group AB individuals have neither antibody 
in the serum. With the exception of certain pa- 
tients with autoimmune di^es, individuals do 
not have antibodies agaimt their own blood 
type. 

Landsteiner's rule states that when an an- 
tigen is on a red blood cell, the corresponding 
antibody is never present simultaneously. In- 
stead, the reciprocal red cell antigen is present in 
the plasma or serum. For example, if an in- 
dividual has blood cells of group A, anti-B an- 
tibodies are always present in the serum but 
never anti-A. 

Blood grouping is accomplished by compar- 
ing the effects of agglutinadon by the antibodies 
on the corresponding antigens within the red 
cells. 

To determine the group to which blood 
belongs it is necessary to mix separately a 
suspension of its red cells with serum of a known 
group A and a group B that contains agglutinin 
B and agglutinin A, resfjectively. The resulting 
agglutination or absence of agglutination deter- 
mines the group to which it belongs and is a 
necessary procedure with the blood of both the 



donor and the recipient. Only compatible blood 
is selected for transfusion. One of the four com- 
binations of reactions shown in the following 
table will result. 



Table 7-1. -Agglutlnitlon Retctlons of the Red CeUs of 
the Four Blood Groups 



International 






Blood Group 


Anti-A 


Anti-B 


0 






A 


+ 




B 




+ 


AB 


+ 


+ 



- Denotes absence of agglutination 
+ Denotes presence of agglutination 



Rh Factors v 



The most important Rh factor is factor D. 
Approximately 85% of the population is D 
positive (also called Rh positive), and 15% is D 
negative (also called Rh negative). Agglutinin 
for Rh + docs not normally occur in the blood. 
Consequently, Rh+ corpuscles do not produce 
reactions in first transfusions. However, the ag- 
glutinogen, when present in large amounts in the 
blood of recipients, may produce reactions upon 
transfusion with Rh+ corpuscles. Conse- 
quently, It is mandatory to select compatible ^ 
donors whose corpuscles are Rh- for transfu- 
sion of Rh- individuals. This is especially 
important in those who have had previous 
transfusions (especially with Rh+ corpuscles). 



Technique for Blood Grouping 
and Typing 



Determination of the A and B agglutinogen 
is called grouping, while determination of the 
Rh agglutination is called typing (fig 7-1.) Color- 
coded Anti-A (blue), NSN 6505-00-975-0614, 
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GROUP "A" 







. + 





GROUP "AB" 



GROUP "0" 









GROUP "B" 










+ 




ANTIRh(D) ANTIRh(D) 



(l*t) 




+ 





TYPE Rh TYPE Rh 
POSmVE NEGATIVE 

Figure 7-1.— Blood Grouping and Typing, 



159.26 
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AnU-B (yellow), NSN 6505-00-975-0613, are 
available through the Navy Supply System. 

. Blood grouping for the A-B-O system is per- 
formed at room temperature. A blood specimen 
is drawn and allowed to clot. The erythrocytes 
are rcsuspcndcd in the scrum by mechanical 
agitation, and single drops are placed on a clean 
glass slide by dropper. Colored specific sera are 
added, and each drop of blood and antiserum 
are individually mixed with a clean applicator 
stick. The preparation is observed for agglutina- 
tion. If agglutination takes place, the red cells 
^ gather in clumps. If there is no agglutination, 
the red cells will be evenly distributed over the 
field. (See fig. 7-1) 

The rouleaux formation is another 
phenomenon that causes trouble in blood 
typing. It is caused by sera with high globulin 
content and appears as ''red cells stacked up like 
a pile of coins.** Rouleaux formation can easily 
be confused with true agglutination. 
CAUTION: Droppers must be used only in their 
respective s^ra and cell suspensions to prevent 
cross-contamination. Applicator sticks used for 
mixing anti-A and the cell suspension must not 
be used for mixing anti-B and the cell suspen- 
sion, and vice versa. 

\ Responsibilities in the Clinical Laboratory 

As a hospital corpsman you need to know 
how to perform the tests discussed in this 
chapter, especially >vhen you are on duty in- 
dependent of a medical officer. Although you 
are not expected to diaghose or treat a patient 
based on the test findings, you must be able to 



convey a clear clinical picture to your supporting 
medical officer to effect prompt, efficient^ and 
professional patient care. 

It is very important that the patient, as well 
as the specimens received, be pro^^tly and pro- 
perly identified to prevent errors and to 
minimize future embarrassment and medical 
complications. 

Another important facet of clinical 
laboratory is the proper use of laboratory forms. 
Use separate forms for each patient and each 
type of test. The forms must be filled out com- 
pletely, accurately, and legibly to ensure ex- 
peditious disposition of completed reports. In 
addition, they must be properly filed and 
recorded. 

In the laboratory you constantly will be deal- 
ing with the numerous laboratory forms 
associated with the tests being performed. These 
forms when used properly will minimize confu- 
sion and reduce chanced for errorr For a com- 
plete listing of these forms and their purposes, 
refer to BUMED Manual, Chapter 23. 

Ethics Jn 4he Laboratory 

You are expected to treat all laboratory tests 
and their results as a confidential matter. Inter- 
pretation of the results must be- left to the 
attending physician. Refrain from discussing 
laboratory results with the patient. It is your 
ultimate responsibility to safeguard laboratory 
results from unauthorized access by persons not 
directly involved. Remember that knowledge of 
the tests and their results are accessible only to 
the patient, the attending physician, and 
you—the performing technician. 



7-9 



CHAPTER 8 



NAVAL ORGANIZATION 



As you advancesjn rate, you will become 
more involved in Medical Department ad- 
ministration, the ''paperwork" required of any 
functioningy<Jf ganization. To perform effec- 
tively within the organization, you must under- 
stand the structure of the Navy, its relationship 
to other organizations, and the relationship 
between the various components within the 
Navy. It is also important that you understand 
your relationship to these organizations. 

THE CHAIN OF COMMAND 

Let us begin with you, as a senior corpsman. 
If there are others below you, they look to you 
as their first step in the chain of command. You, 
in turn, are responsible to your division officer, 
who reports to the executive officer (XO), who 
in turn represents and reports to the com- 
manding officer (CO). As far as the internal 
function of the ship is concerned, the organiza- 
tion culminates there; however, the CO reports 
to the type commander, on up the line to the 
Chief of Naval Operations (CNO), through the 
Secretary of tfi^ Navy (SECNAV), the Secretary 
of Defense (SECDEF), and eventually to the 
President of the Unite^^States.- 

Compared to civilian businesses, the Navy is 
a massive organization. It operates on the 
assumption that every individual knows what is 
expected of him or her in any given situation. 
Jobs run the gamut from the recruit who swabs 
the deck to the President, who is Commander in 
Chief of all the Armpd Forces. Since the Presi- 
dent cannot become involved with telling the 
recruit how, when, and where to swab the deck, 
the task is delegated to others through the chain 
of command. 



DELEGATIOJ^^F AUTHORITY 

Delegating authority means assigning 
authority to certain individuals within the com- 
mand,, from the top downwards through the 
chain of command, to accomplish the task at 
hand. To achieve an effective Navy, authority iS 
delegated down the chain of command at all 
levels, from the Commander in Chief to the last 
individual in the orgainzation. The delegation of 
authority and the issuapce of orders and instruc- 
tions by people in the naval service does not 
relieve such people from any responsibility im- 
posed on them. They must ensure that the 
delegated authority is properly exercised and^e 
orders are properly executed. The Navy expetts 
all individuals to fully understand the command 
organization and to function in their capacity 
within the command. 



DEPARTMENT OF DEFENSE 

The Department of Defense (DOD) consists 
of the Office of the Secretary of Defense (OSD), 
the Joint Chiefs of Staff (JCS), the Joint Staff, 
ths unified and specified commands, as well as 
the Departments of the Army, the Navy, and the 
Air Force. 



DEPARTMENT OF THE NAVY 

The Department of the Navy (DN) is 
organized under SECNAV and operates under 
the authority, direction, and control of the 
SECDEF. The DN is composed of three major 
elements: the Navy ^Department, the Shore 
Establishment, and the Operating Forces. 
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In time of war or when directed by the Presi- 
dent, the U*S. Coast Guard comes under the DN 
but at all other times is a part of tHe Department 
of Transportation (DOT). 

The Navy Departrtient is the executive part 
of the DN and is located at the seat of Govern- 
ment. Members of the Navy Department include 
t^e'S^CNAV, the Chief of Naval Operations 
(CNO), the. Naval Material Command, the 
Bureau of Medicine and Surgery, the Comman- 
dant of the Marine Corps, the Judge Advocate 
General (JAG), the Office of the Comptroller, 
and Headquarters, U.S. Coast Guard (when 
operating as part of the DN). 

The Shore Establishment is composed of the 
systems commands un^r the Office of the Chief 
of Naval Material; various naval supp'ort com- 
mands such as Naval Education and Training, 
N^val Intelligence, and Naval Telecommunica- 
tions. The Marine Corps .support establishment 
and the Marine Corps Reserve are also com- 
ponents of the shore establishment. 

The -Pper^ting Forces are composed of 
severaLfleets^ seagoing forces, district forces, sea 
frontier forces, the Military Sealift Command, 
the Fleet Marine Forces, the operating elements 
of the Coast Guard (when assigned), and all 
other forces, commands, and activities not 
otherv/ise assigned. Figure 8^1 shows basic 
organization of the DN. 

THE BUREAU OF MEDICINE AND 
SURGERY 

The Bureau of* Medicine and Surger> 
(BUMED) is the control agency of the Navy' 
Kledical Department. Under the direction of the 
SECNAV and the' CNO, the Surgeon General 
(Chief, BUMED) is responsible for providing all 
technical and professional assistance required 
to: 

% Safeguard and promote the healtii of 
, Navy and Marine Corps personnel 

Provide guidance in the care and 
treatment of sick and injured Navy and 
^ Marine Corps personnel and their 
, dependents, and other personneL as 
authorized by law. 



< 

f The BUMED organizational chart is shown 
in figure 8-2. 

The Navy Medical Depsrlment 

The Medical Department is charged with 
maintaining the health of the Navy through the 
promotion of physical fitness, the pre.ention 
and control of diseases and injuries, and the 
treatment and care of the sick and injured. To 
fulfill this responsibility, the Medical Depart- 
ment is actively concerned with all phases of 
Navy life and advises all echelons of the Navy on 
matters affecting the health of naval personnel. 

The Medical Department is comprised of five 
corps: 

• Medical Corps (physicians and medical 
students) 

• Dental Corps (dentists) 

• Medical Service Corps (administrators 
an(l allied scientists) 

• Nurse Corps (registered nurses) 

• Hospital Corps (enlisted medical 
personnel) 

The Medical, Dental, Medical Service, and 
Nurse Corps are comprised of commissioned 
officers. The students in the Medical Corps at- 
tend civilian medical sc» ools and perform a brief 
period of active duty for training each year. 
Navy students attending the Uniformed Services 
University of the Health Sciences also hold com- 
missions in the Medical Corps. 
* 

Th£L Hospital Corps is the only enlisted corps 
in the Navy. Hospital Corps personnel are 
trained in Hospital Corps Class **A" School, 
and may receive further training in the health 
sciences through forma! school in such areas as 
X-ray, pharmacy, and so forth. 

The Dental Technician Rating is composed 
of enlisted personnel trained to assist dental offi- 
cers. Like hospital corpsmen, denta! technicians 
are trained through basic **A*' School and other 
formal programs. 
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Nftv&t Regional Medical Officers . 
and Directors of Dental Activities 
or District Dental Officers 

The Navy; Department assigns a Naval 
Regional Medical Orficer and Director of Dental 
Activities 'Or Naval Regional Dental Officer to 
the staff of the commandant of each naval 
district. 

Navy Regional Health Care System 

Naval regional medical centers (NRMCs) and 
naval hospitals are the principal organizational 
entities comprising the naval regional health care 
system. The NRMC is a single organization 
under the direction of a commanding officer 
tasked to provide health care to the total eligible 
population of the area. Similarly, naval 
hospitals and their component activities are 
responsible for total heath care delivery within 
assigned geographic areas. 

The objectives of regionalizing naval medical 
treatment facilities are to' 

• Increase and improve health \:are services 
to all beneficiaries. 

• Improve piatient, staff, and command 
satisfaction with health care 
services provided. 

• Achieve more efficient, economical, and 
effective use of health care resources. 

• Achieve organizational uniformity within 
the naval regional health care system to 
simplify and expedite: 

# Collecting and submitting 
management information data. 

# Orientating personnel in initial and 
subsequent assignments at NRMCs and 
hospitals. 

# Administering BUMED programs 
throughout the regional health care system. 

Naval Regional Medical Centers 
and Hospitals 

NRMCs, naval hospitals, and a!! their subor- 
dinate units are assigned reponsibility for the 



care and treatment of the sick and injured in the 
following order; 

• Primary Mission 

• The care and treatment of military 
personnel to expedite their retifrn to 
full duty. 

• The prompt disposition of patients 
who require special treatment not 
satisfactorily available, or who are physically 
unfit for retention in the Navy. 

# Secondary Mission 

• Instruction of Medical Department 
personnel. 

• Care and treatment of all eligible 
beneficiaries. 

• Authorized research and develop- 
ment. 

9 Cooperation with other military and 
civil authorities in matters pertaining 
to health and sanitation. 

The basic organization of NRMCs and Naval 
hospitals is outlined in figure 8-3. 

Special Assistants 

The following are special assistants to the 
commanding officer: 



Senior Chaplain 

Regional Health Care 
Coordinator 

Field Director, Amer- 
ican Red Cross 

Director of Nursing 

Safety Officer 



Comptroller 
Civilian Personnel 

Officer 
Equal Opportunity 

Assistant 
Senior Enlisted Advisor 
Public Affairs Officer 



Although the special assistants listed above 
are assigned to most Naval hospitals, others may 
be appointed as needed. 

Clinical Services 

Commanding officers may establish 
authorized clinical services at their discretion, 
based on the size and character of the patient 
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population, health care resources available, and 
specially requirements. The Director of Clinical 
Services (DCS) is responsible to the com- 
manding officer for the operation of the clinical 
functions ot ihe command. 

Each service is headed by a chief of service. 
Each branch, section, or unit thereunder is 
headed by a branch head. ' 

Administrative Services 

The commanding officer may establish a 
Director of Administrative Services (DAS) based 
on the resources available and the administrative 
requirements of the command. The DAS is 
responsible to the commanding officer for 
health care administration and management 
functions of the command. 

A complete listing of clinical and ad- 
ministrative services and the functions and mis- 
sions of each are contained in BUMEDINST 
5450.4 series. Organization Manual for Naval 
Regional Medical Centers and Naval Hospitals. 

Medical Treatment Facilities 

Medical treatment facilities of the Depart- 
ment of the Navy are classified as either fixed or 
nonfixed. 

Fixed Medical Treatment Facilities 

• Medical Center. A specially designated 
hospital that provides health care for all 
authorized personnel within its geographic area 
of responsibility. Medical centers also provide a 
wide range of specialized consultant services for 
all other medical activities in the area 

• Hospital. A health treatment facility 
capable of providing definitive inpatient care. It 
provides diagnostic and therapeutic services in 
general medicine and surgery and preventive 
medicine services. A hospital may, in addition, 
serve as a clinic. 

• Clinic. A health treatment facility that 
provides emergency treatment and outpatient 
care. A clinic also performs certain non- 
therapeutic services, such as physical 
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examinations, immunizations, medical ad- 
ministration, and preventive medicine services 
necessary to support a primary military mission. 
A clinic may be equipped with beds for observ- 
ing patients awaiting transfer to a hospital, and 
for the care of patients who cannot be cared for 
on an outpatient basis, but who do not require a 
major hospital facility. 

To differentiate between the various ad- 
ministrative types of medical centers, hopsitals, 
and clinics, the following titles are used: 

il Naval Regional Medical Center or Naval 
Hospital (location), for a medical center or 
hospital that is an established shore (field) 
activity with a commanding officer, under the 
command of BUMED. 

• Naval Regional Medical Clinic (location), 
for a clinic assigned as an established shore 
(field) activity with a commanding officer, under 
the command and support of BUMED. 

• Branch Clinic (activity, location), for a 
clinic assigned to a BUMED activity, that is 
located at and supports an activity under an of- 
ficer other than a Medical Department Officer. 

The titles of activities located outside of the 
United States are preceded by the abbreviation 
U.S. 



Nonfixed Medical Treatment Facilities 

• Medical facilities for field service with the 
Marine Corps, such as aid stations, clearing sta- 
tions, and division field and force evacuation 
hospitals. 

0 Medical facilities afloat, such as hospital 
ships, sick bays aboard ship. (Currently there are 
no hospital ships in the active fieet.) 

% The medical advance base component 
contained within mobile units such as construc- 
tion battalions, cargo handling battalions, and 
so forth. 
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MEDICAL DEPARTMENT SUPPORT TO 
THE FLEET MARINE FORCE (FMF) 

To understand the complexity of medical 
support to the FMF, you must first be familiar 
with its overall organization. 

The FMF is a balanced force of combined air 
and ground troops trained, organized, and 
equipped primarily for offensive amphibious 
employment. It may consist of a headquarters, 
force troops, a force senice support group 
(FSSG), one or more Marine divisions, brigades, 
and aircraft wings. Each of these units is 
assigned a specific number of medical support 
personnel, providing an interrelated network of 
medical support. 

FMF Medical Support 

In general. Medical Department personnel 
serving with the FMF may be divided into: 

• Combat personnel, who provide medical 
care and initial first aid to prepare the 
casualty for further evacuation; and 



• Support personnel, who provide surgical 
and medical aid to those who need 
early definitive care and cannot be 
further evacuated. 

Medical personnel are an integral part of the 
combat unit to which they are assigned; they 
train with their units and live with and accom- 
pany them at all times. 

All of the units comprising a FMF have some 
Medical Departm-^nt personnel organic to them. 
However, the majority of medical support 
comes from the medical battalion of the FSSG. 
The FSSG is a composit grouping of functional 
units that provide combat service support 
beyond the organic capability of the supported 
units to all elements of the FMF. 

The medical battalion provides combat 
medical support required for independently 
deployed battalion landing teams (BLTs), 
regimental landing teams <RLTs), Marine am- 
phibious units (MAUs), or Marine amphibious 
brigades (MABs). The primary mission of the 
medical battalion is to provide: 

9 Casualty collection 

9 Emergency treatment 
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• Temporary hospitalization 

• Specialized surgery 

• Evacuation 

e Graves registration support 



In addition, medical battalions must plan, 
supervise, i6d coordinate timely preventive 
measures for controlling disease. 

The medical battalion consists of a head- 
quarters and service company, five medical com- 
panies, and one hospital company as shown in 
figure 8-4. 
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NAVAl MANUALS, DIRECTIVES AND REPORTS 



In the last chapter you became familiar with 
the organization of the Navy Department. To 
make this organization <vork, a standardized 
method of communicating is needed, as 
provided by different manuals and directives. 
You must become familiar with these publica- 
tions and learn how to use them to find the in- 
formation you need. Read them in your spare 
time and enter changes in them as they are 
issued. This is one of the best ways to become 
familiar with them. 



NAVY REGULATIONS 



This manual, divided into chapters and ar- 
ticles, shows the principles that guide the 
Department of the Navy. Its contents define the 
duties, responsibilities, authority, distinctions, 
and relations of many organizational parts and 
individuals to each other. Other Navy publica- 
tions expand on much of the material found 
here. Navy Regs and each of the publications 
discussed in this chapter are published in ad- 
justable ring binders so that changes can easily 
be made. 

Changes to these publications are issued 
periodically. They may be in the form of printed 
insertions, replacement pages, or instructions 
for correcting the existing copy with pen and 
ink. Before changes to Navy Regs are issued, 
they are reviewed by the Chief of Naval Opera- 
tions, the Commandant of the Marine Corps, 
the Judge Advocate General, the chiefs of 
bureaus and offices, and commanders of various 
systems commands. The changes are approved 
and signed by the Secretary of the Navy. 



STANDARD ORGANIZATION AND 
REGULATIONS OF THE U.S. NAVY 

This manual, issued as OPNAVINST 
3120.32 by the Chief of Naval Operations, puts 
forth regulations governing all members of the 
U.S. Navy. Two styles of print are used in these 
regulations: The material in italicized type is 
regulatory. These regulations apply to each in- 
dividual. Violation of any part of these regula- 
tions is punishable under the UCMJ. The 
material printed in plain type is for the guidance 
of commanders, commanding officers, and off- 
icers in charge. 



BUREAU OF NAVAL PERSONNEL 
MANUAL 

The Bureau of Naval Personnel Manual 
(BUPERSMAN), NAVPERS 1579IB, is issued 
in looseleaf form and contains articles governing 
the administration of Navy personnel. 

When referring to articles in the manual, use 
one of the following three methods: 

1. Bureau of Naval Personnel Manual, 
Article 3860280. 

2. BUPERSMAN 3860280. 

3. Article 3860280 of the Bureau of Naval 
Personnel Manual. 

Each article is identified by a seven-digit 
number. The first two digits identify the 
chapter. The next two digits identify the section 
in the chapter. The last three digits identify the 
article in the section. Although written together 
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(e.g.. 3860280), the article number should be 
spoken as though it were three separate groups 
of numbers (e.g., 38 60 280). Numbers are not 
always assigned consecutively, and once an 
article is dropped, the number is not used again. 

In the manual, chapters and sections are not 
titled. Chapters begin at the top of a right-hand 
page. 

You will find the alphabetical subject-matier 
index at the back of the manual more helpful 
than the lable of contents in finding articles 
quickly. For example, assume that your com- 
manding officer wants to know the course of ac- 
tion that should be taken to separate an enlisted 
service member for the convenience of the 
government. Unless you have memorized your 
table of contents, it will be hard for you to find 
this subject since the table of contents is a se 
quential listing of article numbers. When you 
turn to your index, you find that its alphabetical 
layout makes finding that subject easy. 

Changes to this manual are issued quarterly. 

MANUAL OF THE JUDGE ADVOCATE 
GENERAL 

The Manual of (he Judge Advocate General 
(JAG Manual), JAGINST 5800.7, is prepared 
by (he Navy Judge Advocate General and covers 
legal and judicial matters that apply to members 
of the Navy and Marine Corps. Among these are 
instructions about boards of investigation and 
examining boards— their composition, author 
iiy, and procedures. 



MANUAL FOR COURTS-MARTIAL 

The Uniform Code of Military Justice 
(UCMJ), approved in May 1950, established a 
single set of laws for administering justice to all 
tl:e Armed Forces. The UCMJ was amended in 
1968 by the Military Justice Act. Under the 
authority of this act, the President of the United 
States issued the Manual for Courts-Martial, 
United States, 1969 (Rev.). 

This manual describes the types of courts- 
martial and prescribes their membership and 
procedures. It also gives information on non- 
judicial punishment, courts-martial review and 
trials, and limitations on punishments. 



The manual was prepared by the Office of 
the Secretary of Defense. It is a looseleaf volume 
issued to the Navy through the Office of the 
Judge Advocate General. 



UNIFORM REGULATIONS 

United States Navy Uniform Regulations is 
prepared by the Commander, NMPC and 
describes the many uniforms for Navy person- 
nel. It lists the uniforms required and articles 
worn or used together. It gives occasions when 
the different uniforms should be worn, methods 
of wearing medals, decorations, ribbons, rating 
badges, and special markings, and notes on the 
care of uniforms. The current edition was 
published in 1975. Changes are issued by NMPC 
as changes in the uniform occur. 



DEPARTMEN I OF DEFENSE MILITARY 
PAY AND ALLOWANCE ENTITLEMENTS 
MANUAL 

The DOC^M is issued by the Assistant 
Secretary of Defense (Comptroller) and contains 
rules governing entitlements, deductions, and 
coflections on military pay and allowances. This 
manual contains the pay and allowance en- 
titlements for regular Navy active duty and 
Naval Reserves serving on active duty with pay. 
(This manual also includes the pay and 
allowance rules for the other branches of the 
Armed Forces.) 

Entitlements are the rules that govern 
military pay. Pay entitlements include basic pay 
and allowances, incentive pay, special pay, and 
lump-sum leave and other separation payments. 

You should know how to figure the dates 
and times of beginning and end of this pay and 
how to figure service for pay purposes. The 
DODPM shows how to figure pay for periods of 
authorized and unauthorized absence. 

The manual contains helpful tables. These 
tables simplify technical instructions about pay 
and allowances entitlements and clear up 
whether or not an entitlement exists. The tables 
arc numbered to correspond to the text they ac- 
company. For example. Table 1-2-3 is the third 
in chapter 2 of part 1 of the DODPM. 
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NAVY AND MARINE CORPS MILITARY 
PAY PROCEDURES 

The MP? Manual is issued by the Office of 
the Comptroller of the Navy and contains in- 
structions for using the DODPM. 

NAVY PAY AND PERSONNEL 
PROCEDURES MANUAL 

The Navy Pay and Personnel Procedures 
Manual (PAYPERSMAN), NAVSO P3050, is 
issued jointly by the Office of the Comptroller 
of the Navy and the Commander, NMPC. It 
contains pay and personnel procedures for 
maintaining the Joint Uniform Military Pay 
System (JUMPS) and the Manpower and Per- 
sonnel Management Information System 

(MAPMIS). 

The PAYPERSMAN is organized into parts 
and chapters arranged and numbered in the 
same order as the DODPM. Part 9 contains 
detailed information for preparing^ and 
distributing documents used in the automated, 
pay and personnel systems. You need to refer to 
the PAYPERSMAN often when working with 
JUMPS or MAPMIS. 

Eight appendixes follow part 9, and an 
alphabetical index follows the appendixes. (In- 
structions atout the MAPMIS system are m 
chapter 11 of this rate training manual. Instruc- 
tions about JUMPS and the use, preparation, 
and distribution of OCR documents are in 
chapter 10 of the HM 3 & 2 Rate Training 
Manual.) 

ENLISTED TRANSFER MANUAL 

The Enlisted Transfer Manual 
(TRANSMAN), NAVPERS 15909, contains in- 
structions for the distribution and assignment of 
enlisted personnel and supports basic regula- 
tions and instructions found in *lhe 
BUPERSMAN. The purpose of the 
TRANSMAN is to provide a quick reference of 
instruction and information material concerning 
service .chools, special programs, and enlisted 
personnel distribution; it is intended to reduce 
clerical workload and to promote administrative 
efficiency. 



THE DEPARTMENT OF DEFENSE 
INFORMATION SECURITY PROGRAM 
REGULATION 

The DODISPR, DOD 5200. IR, is the basic 
security directive about the safeguarding of 
classified information. Its provisions apply to all 
DOD activities. 

THE DEPARTMENT OF THE NAVY 
INFORMATION SECURITY PROGRAM 
^ REGULATION 

OPNAVINST 5510.1, issued by the Chief of 
Naval Operations, is to be used in conjunction 
with DODISPR. This instruction is commonly 
referred to as the "Security Manual." Its provi- 
sions apply to Department of the Navy military 
and civilian personnel and activities. 

The Security Manual has detailed instruc- 
tions for classifying, marking, and handling 
classified information and for access to and 
authorized .disclosure of this information. 



AWARD^ MANUAL 

The Navy and \farine Corps Awards 
Manual. SECNAVINST 1650.1, is issued by the 
Secretary of the Navy to give information con- 
cerning decorations, medals, and awards.. Infor- 
mation on the manne? of wearing thernls found 
in Uniform Regulations. 

ADVANCEMENT MANUAL ' . 

The Manual./ of Advancement. 
BUPERSINST 1430:6, is published by NMPC 
to provide for the administration of the ad- 
vancement system. It supports and enlarges on 
the basic policies for advancement found in the 
BUPERSMAN. 

CORRESPONDiENCE MANUAL 

The Department of the Navy Cor- 
respondence Manual, SECNAVINST 5216.5, is 
prepared in the Office of the Chief of Naval 
Operations (OPNAV) anci approved by| the 
Secretary of the Navy. It contains instructions 
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for preparing letters, endorsements, and other 
forms of naval correspondence. It also contains 
instructions for assembling correspondence for 
signature and mailing. 

Changes are prepared by OPNAV and signed 
by SECNAV. The Correspondence Manual is 
discussed further in chapter 10 of this Rate 
Training Manual.* 



TELECOMMUNICATIONS USERS 
' MANUAL 

The Telecommunications Users Manual, * 
NTP 3(C),. was developed under the direction of 
the Commander, . Naval Telecommunications ' 
Comm^iict and is designed for use by elements- of 
the Navy, Marjne Corps, and ^ast Guard xo 
facilitate uniform and concise procedures for the . 
^drafting and preparation of naval ^messages. 

V 

U.S. NAVY PLAIN LANGUAGE 
ADDRESS DIRECTORY 

'The f?avy Plain Language Address 

Directory, NTP 3 SUPP-1(B), goes hand in 
hand with the NTP 3(C). It was develope4 under 
the direction of the.. Commander/ Naval 
Telecommunications Command fQr4lte purpose, 
of providing Plain Language Address (PLA), ' 
Collective Address Designator (CAD), and Ad- 
dress Indicating Grouping (AIG) assignments to 
Navy, Marine Corpus, and Coast Guard ac- 
tivities, and furnishing other services and DOD 
activities with Plain Language Addresses. 

DEPARTMENT OF THE NAVY STANDARD 
' SUBJECT IDENTIFICATION CODES 

The Chief of Naval Operations prepares the 
Department ^ the. Navy Standard Subject Iden- 
tification Codes, SECNAVINST 5210.11, for 
the signature of the Secretary jof the Navy. It is 
used in classifying subjects and identifying cor- 
respondence directives, 1)lank forms, and 
reports (assigning report control symbols): 
setting up filing and retfieval systems; routii/gpf^ ^ 
computer messages; and for use with any bther 
documents referred to by subject. 



JOINT TRAVEL REGUALTIONS 

Joint Travel Regulations (JTR) is issued in 
two volumes over the signatures of the 
secretaries of the Army, Navy, Air Force, - 
Transportation, Commerce, and Health and/ 
. yuman Services through the Per Diem, Travel 
and Transportation Allowance Committee, 
which operates under DOD. Volume 1 deals 
with travel of members of the uniformed 
services, volume 2 deals with travel of DOD 
civilian personnel. JTR interprets the laws con- 
cerning travel, the manner of furnishing 
transportation, provisions for transportation of 
dependents, transportation of household goods, 
reimbursement for travel expenses, and similar 
information. 



NAVY TRAVEL INSTRUCTIONS 

U.S. Navy Travel Instructions (NTI) is 
issued jointly by the Chief of Naval Personnel, 
the Comptroller of the Navy, and the Comman- 
dant of the Marine Corps. It expands on the 
rules laid down in volume 1 of JTR as they apply 
to the Navy and Marine Corps. If instructions in 
NTI and ITR conflict, JTR takes precedence. - 

NAVY register/ ^' 

The full title of the Navy Register is Register 
of Commissioned and Warrant Officers of the 
U.S. Navy and Marine Corps, and Reserve 
Officers on Active Duty, NAVPERS 15018. It is 
published 1 January of each year by NMPC and 
issued to all ships and stations. In additfon to an^ 
alpl;iabetical list of all officers, the Register con- 
tains a complete lineal list. The purpose of 
.assigning an officer a lineal number is to 
establish seniority within the grade and corps. 

NAVY OFFICERS CLASSIFICATIONS 
MANUABr 

The Manual of Navy Officer Classifications 
(NOC), NAVPERS 15839, is published by th- 
Commander NMPC and contains classification 
structures used in identifying officer billel 
requirements and officer occupational data. 
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NMPC uses these classifications to identify 
billet experience and special qualifications of 
each naval officer. This information is required 
for personnel administration. NOCs are also 
' used by the CNO to identify qualitative officer 
requirements in manijpwer authorizations. 

STANDARD NAVY DISTRIBUTION LIST 

The Standard Navy Distribution List 
(SNDL) is published by OPNAV to ensure 
proper addressing and distribution of mail to all 
activities of the Department of the Navy and to 
provide a central distribution system for direc- 
tives and correspondence. The SNDL is 
published in two parts, each issued separately 
and designated 'FOR OFFICIAL USE ONLY . 

Part I is enmed Standard Navy Distribution 
List. Operating Forces of the Navy. Unfiedand 
Specified Commands. U.S. Elements of Interna- 
tional Commands. OPNAV P09B3-107. 

Part 2 is contained in the publication Catalog 
of'Nav6l Shore Activites. OPNAV P09B3-105 

The SNDL isXeissued periodically, normally 
on a quarterly b^is. by the Chief of Naval 
Operations. Changes may be-of two types: page 
changes and serial changes. Serial changes are 
provided only to commands handling a large 
volume of mail requiring up-to-date informa- 
tion. 

MANUAL OF THE' MEDXAL 
DEPARTMENT 

The naval publication of most interest to you 
• is^ the Manual of the Medical Deparment. com- 
■ monly referred to as the MANMED. This 
publication serves as a guide for proper ad- 
ministration of the Medical Department and all 
of its different functions. You will be respon- 
sible for knowing the contents of the 
MANMED, so study it carefully and learn how 
to use it. Of particular interest to you are the 
following chapters: 

Chapter 1— The lyfedic^l Department 

This chapter defines the organization of the 
Medical Department throughout the Navy and 
will give you artidea of its complexity and chain 
of command. 



Chapter 9— The Hospital Corps 

The information in this chapter is of vital in- 
terest to you. You should become familiar with 
the rating structure and strength of the Hospital 
Corps and the duties, specialties, respon- 
sibilities, and distribution of hospital corpsmpn. 

Chapter 11— Naval Hospitals 

In this chapter you will learn the internal 
functions of a naval hospital and begin to ap- 
prediate the many functions involjved in treating 
the sick and injured. 

Chapter 15— Physical Examinations. 

Naval personnel must take physical examina- 
tions for many reasons. The Navy is very strict 
about physical qualifications for certain in- 
dividuals in specific jobs. In chapter 15 you will 
find the specifications, requirements, and 
physical standards that must be complied with to 
qualify for these jobs. Since you, as a senior 
hospital corpsman, will be involved with 
physical examinations at one time or another, 
you should have a good knowledge of this 
chapter 

Chapter 16— Health Record 

From the first day of a person's entry into 
the Federal service to the day he or she is 
discharged, and even beyond, the health record 
is of significant medicolegal value to the 
members concerned, their dependents, and the 
government. Accuracy is of the utmost impor- 
tance in recording entries in the health record. It 
is imperative that you be familiar in all respects 
with the contents of this chapter. 

Chapter 21— Pharmacy Operation and Drug, 
Control 

This chapftr describes the many phaseTof 
pharmacy administration and lists the respon- 
sibilities of the different pharmacy personnel. 
Control of drugs and other substances is 
discussed at length. It is vital that you under- 
stand this chapter. . 

These chapters are only examples of the in- 
formation you should know. Needless to say, a 
solid knowledge of the entire manual will be to 
your advantage, both in your work and for ad- 
vancement. 
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THE NAVY DIRECTIVES 
ISSUANCE SYSTEM 

* 

Due to the pace of our times, the regulations 
governing the Navy are always changing with 
new ones replacing, nTodifying, expanding, or 
canceling those already in effect. To maintain 
up-to-date information in the Navy, the Navy 
Directives Issuance System has been devised. 
You should be familiar with this system. 

By definition, the Navy Directives Issiiance 
System is a standard method used to state 
policy, procedural, and information releases in 
the Department of the Navy. A directive does- 
one or more of the following: 

a. Regulates or is essential to effective 
administration 

b. Contains policy statements 

c. Delegates authority or assigns respon- 
sibility 

d. Establishes, disestablishes, or changes 
the organizational structure 

e. States or changes a mission, function, ' 
or task 

f. Initiates or governs a course of 
action or conduct 

g. Contains a procedure, technique, stand- 
ard, guide, or method of performing 
a duty, functioi}, or operation 

h. Changes, revises, supplements, or canals 
another directive. Overall management 
of the Navy Directives Issuance System 
is the responsibility Lof the Chief of 
Naval Operations. 

TYPES OF DIRECTIVES 

There are several types of directives, 
depending on their scope, distribution, and pur- 
pose. 

AH Ships and Stations Directives 

Those that apply to all or most of the com- 
ponents of the Department of the Navy and are 
usually distributed to all parts of the Standard 
Navy Distribution List. They are issued by 
departmental components only, not by field ac- 
tivities or commands. 
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Joint Directive 

A directive issued jointly by one originating 
authority in conjunction with one or more other 
authorities. 

Instruction 

A directive containing authority or informa- 
tion having continuing reference value or requir- 
ing continuing action. It remains in effect until 
^ replaced or canceled by the originator or higher 
authdrity. In the Marine Corps this is called an 
Order. 

Notice 

A directive of one-time or brief nature with a 
self-canceling provision that has the same force 
and effect as an instruction. Usually it will re- 
main in effect for less than 6 months and no 
longer than 1 year. In the Marine Corps this is 
called a Bulletin. 

Message-Type Directive 

A directive transmitted via the Naval Com- 
munications System. 

Letter-Type Directive 

An Instruction or Notice prepared in the 
Format of a naval letter. 

Publication-Type Directive 

An Instruction or Notice whose content is 
best suited to a publication format i.e., parts, 
chapters, and sections, differing from a manual 
or publication only by the method of promulga- 
tion and identification. 

Existing directives are usually changed or 
modified by the following methods. 

PAGE CHANGE—An addition or replace- 
ment page for an instruction or Notice, 
transmitted under cover of a Change Trans- 
mittal for insertion by the recipients. It is 
generally faster and more economical; it pro- 
vides neater, more legible ^opy, and it decreases 
the chance of errors. 
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PEN CHANGE— A change to an Instruction 
or Notice, prescribed in a Change Transmittal, 
to be made by the addressee. Directions state 
precisely where the change occurs, i.e., page, 
paragraph, and line number, and any other per- 
tinent information. 

REVISION— Instructions are revised 
periodically as the need arises. The initial 
•Standard Subject Identification Code (SSIC) 
used to identify the instruction will-remain the 
same and only the subdivision alpha/nunr.eric 
characters that follow the SSIC will change to 
identify the revision. The addition of the 
numeric character following the SSIC shows 
how many instructions have been promulgated 
that bear the same SSIC; for example, 
BUMEDINST 6222.3 indicates that this is the 
third instruction issued by BUMED that bears 
the SSIC 6222. An alphabetical character is 
added to the identification number to indicate 
the-revision of that particular instruction; for ex- 
ample, BUMEDINST 6222.3B indicates that it is 
the second major revision of that instructioii, 
while a "C" would indicate the third major revi- 
sion and so on. It is important to notcihat the 
alphabetical characters "I" and "O" are never 
used to indicate major revisions in order to 
avoid confusion with the numerical characters 
one and zero. 

SUPPLEMENT— A medium formerly used 
to add information to an existing instruction. It 
is now prohibited except where necessary to 
change a joint interservice instruction when the 
basic instruction cannot readily be changed. 

AH changes and revisions should be carefully 
made, according to their accompanying instruc- 
tions, immediately upon receipt. A manual, 
directive, or publication in which the requirea 
changes have not been made is of no value to the 
organization— in fact it can be detrimental, since 
out-dated information is erroneous and 
misleading. 

NAVAL REPORTING REQUIREMENTS 

Just as there is a system of communicating 
down through the chain of command by 
manuals and directives, there is also a need for 



input up through the chain of command. This 
information is required for the many depart- 
ments to determine logistic support, ad- 
ministrative policy, and overall management of 
the Navy. ^ . . 

To gather this input, a system of reporting is 
required. Each unit in the Navy is directed to 
submit certain information at specific periods to 
higher authority in the Navy. 

* 

TYPES OF REPORTS 

Department of Defense Reports and Forms 

Since in some situations the Armed Forces 
and other organizations in the Department of 
Defense have a common purpose of reporting, 
the reports and forms have been standardized. 
These forms are put forth by the Bureau of the 
Budget to make the exchange of information 
throughout the Federal Government easier. 
They are identified by the "DD" (Department 
of Defense) or "SF" (Standard Form). An ex- 
ample of the former is DD-1289-DOD 
Prescription— used by all Federal agencies that 
write prescriptions; an example of the latter is 
the SF-88— Report of Medical Examina- 
tion—used by all Federal agencies that require 
physical examinations on their personnel. 

Navy Department Forms 

of primary interest toiiospital corpsman are 
the following types of reports and forms: 

NAVPERS Forms— These reports and forms 
are designed to deal with personnel reporting. 
For instance, the NAVPERS 1070/600 series 
deal exclusively with the Navy service record of 
an individual. 

NAVMED Forms— These reports and forms 
belong to the Medical Department. A list of 
these forms and their descriptions and purposes 
can be found in chapter 23 of the Manual of the 
Medical Department. 

NAVSUP Forms— These forms are devised 
for the naval supply system and will be used for 
ordering supplies or equipment within the 
Medical Department. 
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NAVCOMPT Forms— These forms are 
devised for the financial system and will be used 
for reporting happenings that affect a person's 
pay. 

Reports and forms are also categorized by 
frequency of submission, e.g., weekly, monthly, 
quarterly, annually, or as needed (situationally). 

Chapter 23 of the Manual of the Medical 
Department deals exclusively with those forms' 
and reports relative to the Medical Department. 
It lists them according to category, gives infor- 
mation on submission, and specifies the number 
of copies required. 

RECORDS RETIREMENT 

Section 506 of the Federal Records Act re- 
quires an active, continuing program for 
f economical and efficient management of 
records. The program provides for effective con- 
trols over the creation, maintenance, and use of 



records in conducting business; the retirement of 
noncurrent records; and the. destruction of 
nonessential records. Chapter 6 of SEC- 
NAVINST P5212.5 series. Disposal of Navy 
and Marine Corps Records, contains all the 
regulations on the disposition of records relative 
to the Medical Department. 

In summary, it is to your advantage to have a 
good knowledge of the many manuals listed in 
this chapter. The ability to find information or 
to substantiate and verify an administrative pro- 
cedure is the mark of an efficient senior hospital 
corpsman. 

A good knowledge of the Navy Directives Is- 
suance System is essential for effective medical 
administration and keeps you abreast of new 
developments. 

Neat, accurate, and timely submission of re- 
quired reports and forms will earn you an 
outstanding reputation. 
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CHAPTEk 10 

NAVY CORRESPONDENCE AND 
CLASSIFIED INFORMATION 



To naval personnel, the term * 'official cor- 
respondence" should mean all recorded com- 
munications sent or received by a person in the 
Navy Department in the execution of his or her 
ciuties. 

CORRESPONDENCE 

To establish uniformity in the preparation of 
correspondence, the Secretary of the Navy has 
issued the Navy Correspondence Manual 
(SECNAVINST 5216.5 series). This manual is 
directed to typists, stenographers, and writers 
who prepare correspondence in the Navy. 
^ The Navy Correspondence Manual stand- 
ardizes many correspondence practices and 
allows for certain optional practices by an 
activity. All activities should supplement this 
manual with instructions for items such as 
number of copies, originator codes, use of file or 
serial numbers, dating procedures, correct form 
of signatures for various officials, and method 
of assembling for signature and release. 

Selecting the proper type of communication 
for transmitting information to others is of 
special importance in many operations. Select 
the most effective medium for conveying needed 
information. When practicable, the transaction 
of official business is facilitated by maximum 
use of. personal contact and local or Autovon 
telephone rather than by correspondence. 
Messages or toll telephone calls will be used only 
when regular mail or airmail will not suffice. 



Types of Correspondence and Use of Each 

1. A NAVAL LETTER is used by all ac- 
tivities of the Department of the Navy a^ a 



formal means of interdepartmental communica- 
tion. It may be used also to address other agen- 
cies, either governmental or nongovernmental, 
that are familiar with the form. 

2. AN ENDORSEMENT is used to for- 
ward, with appropriate recommendation, com- 
ment, or information, correspondence that is 
transmitted through one or more addressees 
before it reaches its destination. The contents of 
a prior endorsement also may be the subject of 
comment. An endorsement is most effectively 
used for transmission of correspondence 
through the chain of command. It becomes part 
of the basic letter to which it is appended and is 
not at any time detached from the basic letter. 

\ 

3. A JOINT LETTER is used when officials 
of two or more activities need to issue a letter 
concerning a particular subject or administrative 
problem common to the activities. 

4. A MULTIPLE-ADDRESS LETTER is 
used to address two or more activities that are 
individually identified or addressed as a group. 
It shall not be used for material belonging in the 
directive system. 

\ 

5. A NAVY DIRECTIVE is issuedMn the 
form of an Instruction or Notice to prescribe or 
establish policy, organization, conduct, 
methods, procedure, etc. 



6. A MESSAGE is used only when informa- 
tion is of an urgent nature and must be trans- 
mitted rapidly by electronic means. 
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7. A SPEEDLETTER is used for urgent 
communication that does not require electrical 
transmission. 

8. A MEMORANDUM is used for informal 
communications within and beijve^ head- 
quarters components of t[)e'1<3avy Department, 
between fleet and force commanders and units 
of command under their jurisdiction, and within 
a field activity. 

9. A BUSINESS-FORM LETTER is used 
for correspondence addressed to persons or 
agencies outside the Department of Defense who 
are not familiar with the naval form of cor- 
respondence. 



Determining The Components 
of A Communication 

Since the naval letter sets the pattern for 
other types of correspondence within the Navy, 
the following instructions are based primarily on 
its form (Fig 101). 

1. The type of stationery is determined by 
the originator. If printed letterhead stationary is 
not available, the letterhead should be typed. 
Bond paper for originals and manifold sheets for 
copies are the usual choices. The color an^ 
distribution of manifold copies are at the discre- 
tion of the originator; however, the following is 
standard practice: 

Official Files — one green manifold or 
designated reproduced copy. 

**Via" addressees— one white manifold copy 
for each addressee. 

**Copy to" addressees-— one white manifold 
copy for each addressee. 

2. The number of copies required is deter- 
mined by the subject of the letter, the number of 
addressees, and filing practices. 



3. Identification symbols are determined by 
each activity. 

a. An originator's code, formed accord- 
ing to local instructions, must appear on all 
outgoing correspondence, except as noted in the 
Correspondence Manual. 

b. A file number is not required on cor- 
respondence but may be used. If used, it should 
represent the actual file location of the 
correspondence and is obtained from the 
Department of the Navy Standard Subject Iden« 
tification Codes, SECNAVINST 5210.11 series. 

c. Serial numbers, if used, are preceded 
by the abbreviation **Ser", with no punctuation; 
one space separates the abbreviation and the 
number ^ which follows. Classified cor- 
respondence shall be serially numbered for each 
calendar year, and the serial numbers of con- 
fidential correspondence preceded by the letter 
**C", secret by the letter **S", and top secret by 
the letter **T". 

4. Dates shall appear as the day, month, and 
year. The day is always shown in numerals, the 
month may be spelled out or abbreviated, and 
the year is expressed by the four digits of the 
calendar year. Correspondence snould be dated 
on the date on which it is signed. 

5. The special postal service design- 
ation AIRMAIL, REGISTERED MAIL, 
CERTIFIED MAIL, or SPECIAL DELIVERY 
is typed in capital letters or stamped at the left 
margin on the fourth line below the last line of 
the address in the letterhead. 

6. The security classification designation 
TOP SECRET, SECRET, or CONFIDENTIAL 
is typed in capital letters at the left margin, one 
line below the special postal service, if any, or on 
the fifth line below the last line of the address in 
the letterhead, and also ! /2 inch from the 
bottom of the page, ending flush with the right 
margin (See Fig. 10-1). 

a. When a letter is classified because it 
transmits classified material and thus tan be 
downgraded or unclassified upon the removal of 
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this material, a statement to this effect is typed 
or stamped after the security classification at the 
left margin at the top of each page. These mark- 
ings will be in accordance with DOD Regulation 



5200. IR of 1 June 1972 and any Navy implemen- 
tation thereof, when issued. 

b. In addition to the typed classification, the 
classification shall be immediately stamped or 
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marked at the upper right corner and the lower 
right corner in red capital letters larger than the 
type in the text. 

c. The second and succeeding pages of a 
letter are also marked according to their 
individual content. The top marking is flush 
with the left margin and is typed in the same 
place as on the first page. In addition, stamped 
classification markings are placed aboye the 
identifying symbols and just above the typed 
classification at the bottom of the page. 

7. The "from" line identifies, by title, the 
official in charge of the component of the 
Department of the Navy originating the letter. 
This is the official to whom a reply is directed. 
The name and location of the activity 
originating the letter must be included. 

8. The "to" line identifies the addressee by 
title and not by name when correspondence is 
directed to an incumbent of an office and is in- 
tended for that office. The title is written in the 
same manner as in the "from" line. Sufficient 
additional information should be given to ensure 
that the letter is correctly and readily delivered. 
Normally, the word "Attention" is not used in 
the **to" line. 

9. The "via" line is used when there is more 
than one addressee or when the Lorrespondence 
is to be forwarded through the chain of com- 
mand. When there is more than one "via" ad- 
dressee, each is numbered with Arabic numerals 
enclosed in parentheses. The "via" line, if used, 
is placed on the line below the "to" line. 

10. The "subject" line— The abbreviation 
"subj" is used to state the subject briefly, 
specifically, and in topic form. 

11. The "reference" line— The abbreviation 
"ref," without the "s" even though there is 
more than one reference, is used as the caption 
when previously prepared material is cited. 
References are listed in the order in which they 
are mentioned in the text. 

12. The "enclosure" line— The abbreviation 
"end," without the '*s" even though there is 
more than one enclosure, is used to introduce a 
listing of material forwarded with the letter. 

13. A salutation is used only on a busi- 
ness-form letter. 



14. Paragraphs are single spaced and 
numbered flush at the left margin with Arabic 
numerals followed by a period. 

15. A complimentary close is us' \ only on a 
business-form letter. 

16. The signature information is typed or 
stamped in block style, four lines below the last 
line of the text, beginning at the center of the 
page. All names are typed in capital letters, and 
neither the grade nor, as a rule, the functional 
title of the signing official is shown in the 
signature. 

17. The **copy to" line is written in full and 
followed by a colon. The "copy to" is placed on 
the second line below the last line of the 
signature information, flush with the left 
margin. Officials receiving copies are listed by 
abbreviated titles on the line below the **copy 
to" notation. 

18. The first page of a letter is not numbered 
unless classified "Top Secret". Each page of a 
Top Secret letter is numbered as follows: 

Page„of pages. On all other correspondence, 

second and succeeding pages are numbered con- 
.secutivel> with Arabic numerals, beginning with 
2, centered 1/2 inch from the bottom of the 
page. The numerals are typed without paren- 
theses or dashes. 

19. The drafter's activity, his or her initials 
and surname, the typist's initials, and the date of 
preparation are typed on file copies of all cor- 
respondence. The correspondence file that ac- 
companies the letter to be signed is arranged 
according to activity practices. 



Routing of Correspondence 

Routing of correspondence through channels 
means routing of a communication through 
those commands, activities, or offices expected 
to exercise control, to take action, or to be con- 
cerned. 

Official correspondence is forwarded via the 
chain of command except as otherwise pre- 
scribed by competent authority. 
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Officers in the chain of command shall for- 
ward official correspondence with an ap- 
propriate endorsement as soon as possible. 

When there is insufficient time to route a 
communication through channels and still meet 
a deadline date, a communication may be sent 
directly to the ultimate addressee. A copy of the 
action taken is forwarded concurrently to each 
command, activity, or office which, under 
normal circumstances, would have been an in- 
termediate addressee. 

CLASSIFIED INFORMATION 

The security of the United States in general 
and of naval operations in particular depends in 
part upon the success attained in safeguarding 
classified information. It is of paramount im- 
portance that all who engage in administering 
security preserve a balanced and common sense 
outlook on the subject. The ideal to be sought is 
the indoctrination of all personnel to the point 
that they automatically exercise proper discre- 
tion in the discharge of their duties and do not 
think of security of information as something 
separate and apart from their daily job. In this 
way, security of classified information becomes 
a natural element of every task and not an addi- 
tional burden. The attainment of the desired ob- 
jective requires sound direction from above and 
full alertness and cooperation on the part of all 
subordinates. 

Definitions 

ACCESS. The ability and opportunity to ob- 
tain knowledge or possession of classified infor- 
mation. An individual does not have access to 
classified information merely by being in a 
place where such information is kept if the 
security measures prevent him or her from gain- 
ing knowledge or possession of such classified 
information, 

CLASSIFIED INFORMATION. Official in- 
formation that requires protection in the interest 
of national defense and that is classified for such 
purposes by a responsible classifying authority. 

^^LASSIFIED MATTER. The terms 
**classified information," ^'classified material," 



and '^classified matter" are sometimes used • 
synonymously in various regulatory publica- 
tions. The instant differentiation of these terms 
is not intended to interfere with that broader 
meaning wherever employed. 

CLASSIFY. The procedure whereby (1) a 
decision is made to place information within a 
classification category after it is first determined 
that the information requires protection in the 
interest of national security, (2) the classified in- 
formation is marked accordingly, and (3) in- 
terested commands are notified as to the 
assigned classification. 

CLEARANCE. An administrative deter- 
mination by competent authority that an in- 
dividual is eligible, from a security standpoint, 
for access to classified information of a specified 
category. ' 

COMPETENT AUTHORITY-COM- 
MANDING OFFICER. In this case the terms 
''competent authority" and ''commanding of- 
ficer" are synonymous. These terms are 
mtended to include •'commander," ''officer-iri 
charge," ''naval representative," ^'director," 
'Mnspector," and any other title assigned to an 
mdividual, military or civilian who» through 
command status, position, or administrative 
jurisdiction, is qualified to assume responsibility 
and to render a decision with regard to a specific 
question under consideration. 
# 

COMPROMISE. A violation of security that 
results from an unauthorized person obtaining 
knowledge of classified information. As used iri 
this case, the term •'unauthorized person" 
means any person not authorized to have access 
to classified information. 

DECLASSIFY. To remove the classification 
from classified information. Notification to 
holders of this information is part of the 
process. 

DISCLOSURE. An officially authorized 
release or dissemination by competent authority 
whereby the information is furnished to a 
specific individual, group, or activity. 
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DOCUMENT. Any recorded information, 
regardless of its physical form or characteristics, 
and including but not Hmited to the following: 

1. Written material, whether handwritten, 
printed, or typed 

2. All painteu, drawn, or engraved material 

3. All sound or voice recordings 

4. All printed photographs, exposed or 
pripted film, and still or motion pictures 

5. Data processing cards and tapSs 

6. All reproductions of the foregoing by 
whatever process reproduced 

DOWNGRADING. The act of lowering the 
classification assigned to information while re- 
taining it within a category of classified informa- 
tion. 

HANDLING. The preparation, processing, 
transmission, and custody of classified informa- 
tion. 

INFORMATION. Knowledge that can be 
transmitted by any means. 

MARKING. The physical act of indicating 
on classified material the assigned classification, 
changes in classification, and any special limita- 
tions on the use thereof. 

NEED TO KNOW. The term given to the re- 
quirement that the dissemination of classified 
information can be limited strictly to those 
persons whose official military or other govern- 
mental duties require knowfedge or possession 
thereof. Responsibility for determining whether 
a person's duties require possession or access to 
classified information and whether he or she is 
authorized to receive it rests upon each in- 
dividual who has possession, knowledge, or 
command control of the information involved 
and not upon the prospective recipient. This 
principle is applicable whether the prospective 
rctipient is an individual, a command, a defense 
contractor, another Federal agency, or a foreign 
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government. A **need to know" is established 
when (1) the disclosure is necessary in the in- 
terest of national defense, (2) there clearly ap- 
pears from the position, status, duties, and 
responsibilities of the applicant a legitimate re- 
quirement that he or she must have access to the 
classified information to carry out assigned 
duties and responsibilities, (3) there is no other 
equal or ready source of the same classified in- 
formation available to the individual, and (4) the 
applicant is or can be appropriately cleared for 
access to the type of classified information in- 
volved and is capable both physically and men- 
tally of providing the degree of protection that 
particular information requires. 

ORIGINATOR. The command by whose 
authority an item of information is created and 
disseminated. 

SECURITY. The protected condition of 
classified information that prevents unauthor- 
ized persons from obtaining information of 
direct or indirect military value. This condition 
results from the establishment and maintenance 
of protective measures that ensure a state of in- 
violability from hostile acts or influences. 

STOWAGE. The manner in which classified 
material is protected by physical and/or 
mechanical means. 

TRANSMISSION. Movement invoUing the 
actual transfer of custody and responsibility for 
a document or other classified material from one 
command or section of a command to another 
command or another authorized addressee. It 
does not apply to personnel carrying classified 
material for their own legitimate use to be 
retained by them and returned to their own tom- 
mand files. 

UPGRADING. The act of assigning a higher 
classification to information than that pre- 
viously assigned. Notification to holders of the 
information is part of the process. 

Classification Categories 

TOP SECRET. Limited to defense informa- 
tion or material requiring the highest degree of 
protection. This classification shall be applied 
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only to that information or material the defense 
aspect of which is paramount, and unauthorized 
disclosure of which could result in exceptionally 
grave damage to national security. 

SECRET. Limited to defense information or 
material the unauthorized disclosure of which 
could result in serious damage to national 
security. 

CONFIDENTIAL. Limited to defense infor- 
mation or material the unauthorized disclosure 
of which could result in damage to or be 
prejudicial to national security. 

Documents may have designations in addi- 
tion to Top Secret, Secret, and Confidential. 
These include: 

Restricted Data and Formerly Restricted 

Data— nuclear energy information 
JCS (Joint Chiefs of Staff) papers 
NSC {National Security Counf il) papers 
NATO (North Atlantic Treaty Organization) 
papers 

Specific directives should be consulted in 
these cases. 

Designators assigned for purposes of ad- 
ministrative control such as *Tor Official Use 
Only" should not be confused with security 
classifications. They are not security classipca- 
tions and should not be handled as such. 

All persons who handle classified informa- 
tion must have proper clearance. This clearance 
indicates that the person is considered loyal to 
the United States and is familiar with the pro- 
cedures prescribed by the Department of the 
Navy Information Security Program Regulation 
(OPNAVINST 5510.1 series). 

Standard Subject 
Identification Codes 

The Department of the Navy Standard Sub- 
ject Identification Codes, SECNAVINST 
P5210.ll series, is prescribed for use in classify- 
ing general correspondence and related papers 
(for filing), numbering instructions and notices, 
and assigning report symbols. It is recommended 
for use in classifying forms and other documents 
to which reference is made by the subject. 



Section I is the list of Standard Subject 
Identification Codes. 
' Sectioa II is the list of Name-Title Subject 
Identification Codes. 
Section III is the alphabetical guide to 
Standard Subject Identification Codes. 

SECNAVINST 5211.3 series contains in- 
structions for classifying and filing records by 
subjects using Standard Subject Identification 
Codes. 

Major Subject Groups 

There are 14 major subject groups in the 
standard table of subject classification numbers. 
Each of these major subject groups is designated 
by a four or five digit numeric code. These 
major subject groups are: 

1000 Series MILITARY PERSONNEL. In- 
cludes subjects relating solely to the admmisira- 
tion of military personnel. (Civilian personnel 
subjects are included in the 12000 series. General 
personnel subjects relating to both civilian and 
military personnel are included in the 5000 
series.) 

2000 Series TELECOMMUNICATIONS. 
This series includes subjects relating to general 
communication matters and to communication 
systems and equipment. 

3000 Series OPERATIONS AND 
READINESS. Includes subjects relating to such 
matters as operational plans, fleet operations, 
operatio'i4i training and readiness, warfare 
techniques, operational intelligence, and opera- 
tional research and development. 

4000 Series LOGISTICS. Includes subjects 
relating to logistical support of the Navy and 
Marine Corps, including procurement, supply 
control, redistribution and disposal, travel and 
transportation, maintenance, construction and 
conversion, production and mobilization plan- 
ning, and foreign military assistance. 

5000 Series GENERAL ADMINISTRA- 
TION AND MANAGEMENT. Includes sub- 
jects relating to the administration. 
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organization, and management of the Depart- 
ment of the Navy, including general personnel 
matters (concerning both jnilitary and civilian 
personnel), security, external relations, law and 
legal matters, office services, and publications 
and printing matters. 

6000 Series MEDICINE AND 
DENTISTRY. Includes subjects relating to 
medical and dental matters, such as physical 
fitness, general medicine, special or preventive 
medicine, and medical equipment and supplies. 

7000 Series FINANCIAL MANAGEMENT. 
Includes subjects relating to the financial ad- 
ministration of the Department of the Navy, in- 
cluding budgeting, disbursing, accounting, 
auditing, industrial and other special financing 
matters, and statistical reporting. 

8000 Series ORDNANCE MATERIAL. In- 
eludes subjects relating to all types of ordnance 
material, including ammunition and explosives, 
guided missiles, underwater ordnance materials, 
and miscellaneous ordnance materials. 

9000 Series SHIP DESIGN AND 
MATERIALS. Includes subjects relating to such 
matters as the design, characteristics, and 
readiness of ships, and to ship materials and 
equipment. 

10000 Senes GENERAL MATERIAL. In- 
eludes subjects relating to general categories of 
materials not included in the specialized material 
groups. It includes photographic equipment and 
accessories, general machinery and tools, per- 
sonnel (materials), and miscellaneous categories. 

1 1000 Series FACILITIES AND 
ACTIVITIES ASHORE. Includes subjects 
relating to ashore structures and facilities, fleet 
facilities, transportation facilities, utilities and 
services, and other similar subjects. 

12000 Series CIVILIAN PERSONNEL. In- 
cludes subjects relating solely to the administra- 
tion of civilian personnel. (Military personnel 
subjects are included in the 1(KX) series. General 
personnel subjects relating to both military aad 
civilian personnel are included in the 5(XX) 
series). 



13000 Series METEOROLOGICAL AND 
ASTRONAUTICAL MATERIAL. Includes 
subjects relating to aeronautical and 
astronautical materials, including pan^, ac- 
cessories, instruments, special devices, arma- 
ment, aerological equipment, weapons systems, 
types of aircraft, and astronautic vehicles. 

16000 Series COAST GUARD MISSIONS. 
Includes subjects relating solely to the ad- 
ministration and mission of the Coast Guard. 

Subdivisions 

The 14 major subject groups are divided into 
primary, secondary, and tertiary breakdowns. 
Activities may be further subdivided by the addi- 
tion of a slant (/) and arbitrary symbols. 

PRIMARY SUBJECTS are designated by 
the last tnree digits (the hundreds group). 

SECONDARY SUBJECTS are subdivisions 
of primary subjects and are designated 
by the last two digits (the tens 
group). 

TERTIARY SUBJECTS are subdivisions 
of the secondary subjects and are 
designated by the last digit. 

Examples 

Major 5000 General Administration and 
Management 

Primary 5200 .Management Programs 
and Techniques 

Secondary 5210 Records Management 

Tertiary 5211 Filing, Maintenance, 
Protection, and Retrieval Systems 



Envelopes and Mailing 

Official mail consists of communications, 
publications, and other materials transmitted 
through the postal system that relate exclusively 
to the business of the Department of the 
Nv*vy. Official mail is transmitted in a **Postage 
and "^ees Paid" envelope (indicia) or in 
a plain envelope or wrapper with an indicia 
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label. Official mail should never contain unof- 
ficial material. 

Zip Code 

The ZIP code system was introduced into the 
U.S. postal system on 1 July 1963. The ZIP code 
is a five-digit, numeric-code system that iden- 
tifies each geographic area, post office, and 
delivery unit in the country. The ZIP code 
number should appear on the last line of both 
the forwarding and return address on all 
envelopes. 

Special Mailing Instructions 

a. General. The postal classification and 
type of mail service requested determine the 
speed, security, control, ^nd cost of mailing. 
Postcards and conveniional letter-size sealed 
envelopes automatically receive first-class 
service without special markings. 

b. First-Class Mail. First-Class mail (in- 
cluding special services) is given priori^ han- 
dling over lower classes of mail throi^gnout the 
U.S. postal system. Transportati^ within the 
domestic system is by surface means, except that 



* 'space available" airmail^ is provided when 
feasible. 

c. Airmail. Mail marked ^'Airmail" is ac- 
corded first priority handling in the postal 
service and, in addition, is transported by air- 
mail in*-both the domestic and overseas postal 
systems. 

d. Special Delivery Mail. Special delivery 
service is available on all classes of mail. 
**Special Delivery" is not provided by the 
Postmaster, Washington, D.C., to agencies of 
the Federal Government. 

e. Registered Mail. Use of registered mail 
will be kep^ to a minimum. Only matters of 
significant intrinsic value, or that which is re- 
quired by regulation to be transmittefl by 
registered maif, will be registered. 

f. Certified Mail. The use of certified mail is 
limited to first-class mailing of material requir- 
ing restricted delivery or proof of delivery. 

g. If the letter requires special mail service, 
type the mailing instructions in capital ktters, 
two lines above the address and aligned with it. 
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PERSONNEL RECORDS AND ACCOUNTING 

f 



Effective personnel management requires 
accurate and timely personnel recording and ac- 
counting systems; Throughout the Navy, per- 
sonnel records ai4 of utmost importance both to 
the command and to the individual concerned. 
Effective and rapid personnel accounting can be 
a tremendous morale facto: within the com- 
mand, whereas haphazard niethods, which may 
result in loss or destruction of vit^l records, can 
have a bad effect on individuals and dependents. 

In the Medical Department proper records 
administration reaches even greater importance. 
We are charged with administering not onW 
routine personijel records, but also clinical 
records, which may affect the rights and benefits 
of patients and their dependents years beyond 
retirement or discharge. 



DAY-TO-DAY PERSONNEL 
REPORTING 

The personnel picture withip a command is 
in a state of constant flux— personnel are report- 
ing aboard, being detached, or failing to repoijt 
for duty either, due to illness, desertion, or other 
unpredictable factors. Changes in status, -such as 
promotions, demotions, marriage?, or 
retirements, occur constantly, affecting the in^ 
dividual and the comipand. They must be^taken 
^rfto account and recorded properly. 



THE MANPOWER AND PERSONNEL 
MANAGEMENT INFORMATION SYSTEM 



USE AND MAINTENANCE OF* 
REFERENCE MATERIAL 



"The rules and regulations that ensure 
uniform methods of personnel administration 
throughout the Navy are contained in^directives 
^and various manuals. To function effectively 
' you nmst'becom^familiar with these^and have a 
worki^ knowl^c of them. Conversely, out- 
dated, poorly mSiniained, oi obsolete directives 
and manuals a?b not only useless, but also , 
detriniental, since erroneous information wilLdo 
more harm than good. Refer to the chapter en- 
titled ''Manuals, Directives, and Reports'' for 
instructions on making changes to directives; 
follow the directions diligently to ensure that all 
information is up-to-d^ter* , 
< The following .factors are of major 
significance in effective j^ersonnel management 
and accoointing in the Na,vy. ^ 



With the ongoing need for current and 
reliable information on it? off ers and enlisted 
personnel, the Navy has established the Man- 
power and Personnel MaiTageijient Informatior^ 
System (MAPMIS) to help nrf^l authorities 
maintain and manipulate datajon naval activities 
and personnel procurement, educfation, training, 
promotion, distribution, 'discipline, retirement, 
welfare, morale, awards, decorations, and 
security. ^ 



oKnat 



\ MAPMIS is a computerize info^.ation 
system. With the help of automatic data process- 
ing niac^nes, personnel informi(tion can be 
gathereSTprocessed, retrieved, arid disseminated 
> with ^ speed and accuracy never before possible. 
The information st -^ed helps ♦he Navy deter- 
mine assignments, current and project^ man- 
po%ver needs, and budget estimates which are 
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Wnt to Congress. The MAPMIS Division in the 
Naval Militar> Personnel Command (NMPC) 
administers MAPMIS. NMPC is supporteu in 
its MAPMIS functions b> automatic data pro- 
cessing field units. The unit you will have the 
most contact with is the Enlisted Personnel 
Management Center (EPMAC). EPMAC main- 
tains magnetic tape or punched card records on 
billets, personnel, and assigned naval activities, 
submits data to NMPC, and provides required 
information to commands of the operating 
forces and other components of the Navy, 

The Personnel Diary 

The personnel diary is a chronological record 
of personnel attached to a naval activity. Its pur- 
pose is to provide MAPMIS with current ac- 
counting information in the preparation of 
management reports ^hroughtout^ the Navy. Of- 
fiyer arid enlisted personnel are managed as 
separate^accounts and require separate diaries. 
FeedbackNo MAPMIS is in the form of the Of- 
*ficer Distri|jution Control Report for the officer 
accourit a^d the Enlisted Distribution and 
Verificatjpn Report for the enlisted account. 

The diary shall be prepared by naval ac- 
tivities when directed by EPMAC. Make an 
original personnel diary (NAVPERS 1070/75) 
and af least two carbon copies. 

The original diary is microfilmed at EF^MAC 
to provide a permanent record of personnel 
changes. It must be typjed legibly with a black 
ribbon and signed in black inK. 

The first carbon copy is used by EPMAC to 
establish and maintain local records and to for- 
ward personnel data to NMPC via computer 
tape for inclusion in MAPMIS. - 

The second carbon copy is retained by the ac- 
tivity as a permanent chronological record of 
personnel changes. 

Other carbon copies ar*^ prepared as required 
for local authorities. . 

Diary PreparatJon / 

The standard diary consists of three parts, 
the heading, the body, and the certification. 

The heading contains the identification of 
your activity. The diary heading will be recorded 
daily except when there are no changes for a par- 
ticular date or dates. 



The body contains regular entries and 
memorandum entries. Regular entries include 
gains, losses, and miscellaneous changes in per- 
sonnel. Memorandum entries consist of sailing 
entries, passenger lists, and other entries that af- 
fect the activity as a whole. 

The first line of a regular entry identifies the 
individual; the following line or lines are change 
description lines. The first line of a memoran- 
dum entry describes the action; the following 
line or lines describe the individual or in- 
dividuals. 

The certification consists of a signed state- 
ment/of approval attesting to the accuracy and 
completeness of the personnel diary. Addition- 
allvi^^t the end of the accounting period the ac- 
>rmy certifies the receipt-and verification of the 
Officer Distribution Control Report or the 
Enlisted Distribution and Verification Report on 
the appropriate diary (officer or enlisted). Ap- 
proval entries will be. signed by the commanding 
officer or a designated representative. 

The schedule for submitting the personnel 
diary is as follows: 



iia[rils 



Original dia[ribs will be forwarded to 
EPMAC no ialeiLthan the next normal workday 
following the events being reported, as follows; 

1. at the end of each month, reflecting all 
changes occurring up to and including the last 
day of the month; 

2. when an activity is decommissioi^ed or 
disestablished and the last member transferred. 

The first carbon copy will^ be forwarded to 
EPMAC no later than the next normal workday 
folLrf^ing the events being reported, as follows: 

1. upon inauguration; 

2. daily when changes occur, covering the 
period 0001-2400 hours; 



3. as oT 2400 hour^ the last day of 6ach 
month, whether or not changes have oc(Airred; 

4. immediately prior to sailing, whether or 
not changes have occurred; . 

5. when an activity is decjofmnisj^ioned or 
disestablished. 
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Enlisted Distribution 
and Verification Repoit 

The Enlisted Distribution and Verification 
Report (EDVR) is a monthly statement of the 
activity's enlisted personnel account, reflecting 
all individual assignments, and serves as: 

1 . A rate and NEC summary of the curijent 
and future manning status of the activity 

2. A common reference point in any discus- 
•sion of manning status Between the manning or 
detailing control authorities and the activity 

3. A^tatement of account for verification by 
the activity 

4. A permanent historical record in NMPC 
of an activity's personnel account for statistical 
uses and overall Navy personnel manning 

The EDVR is distributed monthly by 
EPMAC.It is organized into eight sections: 

1. Sections 1 through 3 contain information 
on members that has been extracted from the-ac* 
tivity account and requires special attention 
and/or action by the activity. They are con- 
solidated lists of members who are expected to 
report to iht activity, be detached from the ac- 
tivity, or are in a duty or a temporary duty 
status. 

2. Section 4 contains the total personnel ac- 
count of the activity, including those members 
reflected in sections 1 through 3. It is a listing of 
total personnel on board. 

3. Sections 5 through 8 contain statistical 
and authorized billet iaformtion. Th^SH^^^mm- 
maries for the review of the head of tfte activity 
in its planning. 

All sections are designed to assist the activity 
in its responsibility for maintaining accurate per- 
sonnel accounts and providing personnel infor- 
mation to the head of the activity. Section 3 also 
contains an alphabetic listing of all members in 
Ihe activity's personnel account regardless of 
their status. 

Individual detailing (ordering personnel to 
and from an activity) and manning decisions are, 
for the most part, based on information con- 
tained in the EDVR account; therefore, it is ex- 
tremely important that each activity keep its 
account up-to-date and accurate by submitting 
changes as they occur and reporting errors as 
they a^e found. 



When you receive your copy of the current 
EDVR at your command, you must verify the 
accuracy of the report and make corrections, ^s 
necessary, on your personnel diary. 

For additional and more detailed informa- 
tion concerning the EDVR, consult 
BUPERSINST 1080.51 series. 

Officer Distribution Control Report 

The Officer Distribution Control Report 
(ODCR) is prepared by NMPC for each naval 
activity with officer billet authorizations. The 
officer billet and assignment information con- 
tained in the ODCR.represent the computer data 
bank input by the Chief of Naval Operations; 
the Commander, Naval Military Personnel 
Command; the Commanding Officer, Navy 
Einance Center, Cleveland; the Commander, 
Naval Safety Center, Norfolk; your activity; and 
the individual officers attached to your activity. 

The ODCR is prepared monthly at NMPC as 
a statement of account for pertinent Navy ac- 
tivities. It provides the activities with a routine 
system for verifying information contained in^ 
the NMPC officer personnel data bank, and it 
provides NMPC with information needed to 
determine and evaluate officer personnel re- 
quirements. 

The ODCR is designed to reflect four 
specific types of information: 

1. Activity identification data and relates 
items 

2. Billets authorized and related-items 

3. Individ'^al officer personneKdata 

4. Phase data^pending change to activity 
name; billets authorized, or Manpower^ Re- 
quirements Plan Codes 

Commanding officers will ensure that the 
OCDRs are validated nionthly upon receipt and 
that any required changes are made. If data con- 
cerning an officer are incorrect on the ODCR, 
the officer's individual automated record in 
NMPC is also in error. To avoid any personnel 
actiort.being taken on thv' basis of erroneous in- 
formation, all activities must complete verifica- 
tion and submit corrections as soon as possible 
after receipt of the ODCR. 
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For additional and more complete informa- 
tion concerning the ODCR, consult 
BUPERSINST 1301.38 series. 



THE SERViCEVRECORD 

Of great importance to the individual in the 
naval service and an important part "of the 
Navy's personnel accounting and reporting 
system is the service record. 

A service record is a chronological record of 
events as they. apply to the individual during his 
or her naval service. This discussion will con- 
sider the records maintained by the activity.^ You 
should remember that similar and additional 
records are maintained in NMPC. 

Complete instructions for maintaining the 
service record may be found in BUPERSMAN, 
PAYPERSMAN, and Navy directives. 

The following descriptions are intended for 
illustrative purposes only. Make sure you use the 
references when working with service records, as 
requirements for their upkeep and maintenance 
frequently change. 

OFFICER SERVICE RECORD 

The Officer Service Record 
(NAVPERS 1070/66) consists of a file folder 
bearing the name, rank, and SSN of the in- 
dividual officer. The left and right sides inside 
the folder are fitted with fasteners to facilitate 
filing pages. Adverse infornr.ation shall not be 
filed in the service record, nor shall the service 
record be used as a depository for wills and 
other personal documents. Except as otherwise 
specifically prescribed, adverse matter shall be 
retained in command files for ready reference 
and subsequently disposed of in accordance with 
disposal schedules for such files. 

The right side of the service record is re- 
served for documents affecting the utilization 
and assignment of the officer concerned, in- 
cluding: 

1. Copy of the Officer Qualifications Ques- 
tionnaire, NAVPERS 1210/5. This is the basic 
document from which information concerning 
an officer's skills and experience, both military 
and civilian, is obtained and recorded. 



2. Officer Biography Sheet, NAVPERS 
5720/1. This is a listing of personal information 
that may be released to the press. 

3. Original of the Training School Record, 
NAVPERS 318, (or.officers commissioned prior 
to March 1965 • 

4. Copies of Annual Qualifications Ques- 
tionnaire—Inactive Duty Reserve Officer, 
NAVPERS 1210/2. This form lists the addi- 
tional experience attained since the last report. 

5. Copy of the latest Officer History Card, 
NAVPERS 1070/68, and Officer Preference and 
Personal Inlormation Card, NAVPERS 1301/1 

6. Copy of the latest Officer Data Card, 
NAVPERS 1301/6 

7. Copy of Statement of Personal History, 
DD Form 398 

8. Letters '^f designation or revocation of 
special qualifications 

9. Any official correspohdence affecting the 
utilization and assignment of an officer 

The left side of the service record is reserved 
for official correspondence and documents of a 
permanent historical nature relating to the of- 
ficer's present tour of active duty and official 
correspondence relating to the officer's history 
at the present duty station, including the 
following: 

1. Leave Authorization (Officer and 
Enlisted), NAVCOMPT 3065 

2. Copy of Acceptance and Oath of Office, 
NAVPERS 1000/21 or 1000/22, for present 
grade 

3. Copy of Statement of Service, 
NAVPERS 1070/26 

4. Signed copy of Dependency Applica- 
tion/Record of Emergency Data, NAVPERS 
1070/602. Attach original of the latest SOLI 
Election, VA Form 29-8286, to NAVPERS 
1070/602 

5. Documents pertaining to completion of 
security investigations ind issuance of security 
clearances: 

a. Certificate of Personal Security 
Clearance, OPNAV Form 5521-429 

b. Any Certification of Completed 
Security Investigation, NAVPERS 5521/3 or 
2716; National Agency Check Request, DD 
Form 1584; 
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6. Copies of official correspondence 
originated at the present command and en- 
dorsements or copies of replies thereto 

7. ' Orders or copies thereof, with all en- 
dorsements relating to the officer's tour at the 
present command 

8. CQpkisof Correspondence Course Com- 
pletion letteVs 

^9. Signed copy of the Code of Conduct 
letter • ' 

10. Application for Armed Forces Iden- 
tification Card, NAVPERS 5512/1 

11. Latest photograph 

12. ^ Cop^ of the Armed Forces.of the U .ited 
States Report of Transfer or Discharge, DD 
Form 214 or 214N 

13. Official correspondence relative to 
^ assignment, cancellation, or termination in the 

Naval Reserve Program 

ENLISTED SERVICE RECORD 

The Enlisted Service Recctfd,. NAVPERS 
1070/600 is the official history of an enlisted 
member's service in the Navy. It consists of a 
folder with pages 1 through 15 filed on the right 
side. The folder bears the name, SSN, and 
branch of service of the member. Adverse mat- 
ter shall not be placed in the enlisted service 
record or forwarded to NMPC for inclusioij in 
an enlisted member's official personnel record 
without first affording the member an oppor- 
tunity to submit ^ written statement in rebuttal. 
If the member does not wisl\ to make a rebuttal, 
he or she will sta,te so in writing. " 

PAGE 1— Enlistment or Reenlistment 
Agreemer —Armed Forces of the United States, 
DD Form 4. This is a four-part form and serves 



PAGE IB- -Assignment to and Extension of 
Active Duty, NAVPERS 1070/622, provides a 
record of the assignment of a member on inac- 
tive duty to active duty and an agreement to ex- 
tend a tour of active duty for a member of the 
Naval Reserve, Fleet Reserve, or a retired 
member on active duty. 

PAGE 2— Dependency Application/Record 
of Emergency Data, NAvpERS 1070/602, is a 
multipurpose form used for both officers and 
enlisted members. Part I serves as an application 
for dependency allowances. Part II provides an 
immediately accessible, up-to-date record of 
emergency data for casualty reporting and 
notification to the next of kin. Part II is the of- 
ficial document used by the Navy to determine 
persons to be notified in case of emergency or 
death; persons to receive the death gratuity when 
no spouse or child exists; persons to receive 
allotment if member is missing; persons to 
receive unpaid pay and allowances; and com- 
mercial insurance companies to be notified in 
case of death. 

PAGE 3— Enlisted Classification Record, 
NAVPERS 1070/603, contains pertinent infor- 
mation relative to a member's aptitude test 
scores, civilian education and training, personal 
interests, and civilian experience. 

PAGE 4— Navy Occupation/Training and 
•A^warSs History, NAVPERS 1070/604, provides 
a complete chronological record of enlisted 
classification codes and designators assigned, 
changed, or revoked; Navy service schools at- 
tended; Navy training courses, performance 
tests, personnel qualification standards, and 
leadership examinations completed; ad- 



as the basic document that establishes a legal <:i7'"-vemcements, reductions, changes in rate 



or 



relationship between the member and the 
Government. For immediate reenlistment use 
NAVrURS 1070/601, Immediate Reenlistment 
Coiuract. 

PAGE 1 A— Agreement to Ejctend Enlist- 
ment, NAVPERS 1070/621, is the legal agree- 
ment between an enlisted member and the 
Government to extend the member's current 
enlistment for a specified period. 



rating, GED tests, and off-duty study courses 
completed; and awards and decorations re- 
ceived. 



^Histoi 



PAGE History of Assignments, 
NAVPERS 1070/605, is used to record the ac- 
tivities to which the member has beeii attached. 
Extensions, bonus pay, sea and sh^re duty com- 
mencement dates, etc., are recorded on this 
page. 
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PAGE 6~Record of Unauthorized Absence, 
NAVPERS 1070/606, is used to record periods 
of unauthorized absence in excess of 24 hours. 

PAGE 7— Court Memorandum, NAVPERS 
1070/607, is used to record court-martial actions 
when a guilty finding is made by the court. It is 
also used to record nonjudicial punishment 
(NJP) that affects pay, any action appeal from 
NJP that affects the punishment imposed, and 
administrative actions such as contempt of court 
charges or restoration of rate upon release from 
confinement. 

PAGE 9— Enlisted Performance Record, 
NAVPERS 1070/609, is used to record 
chronologically the evaluation of performace of 
duty of both regular and reserve enlisted person- 
nel. It also includes notations as to disciplinary 
actions taken and recommendations for ad- 
vancement. 

PAGE 10— Record of Personnel Actions, 
NAVPERS 1070/610, provides a means of 
recording changes in rate, proficiency pa>, 
citizenship, and other administrative entries as 
directed. 

PAGE II— Record of Naval Reserve Serv 
ice, NAVPERS 1070/611, provides a 
chronological record by anniversary year of 
retirement points earned by Naval Reserve per 
sonnel. 

PAGE 13— Administrative Remarks. 
NAVPERS 1070/613, is a chronological record 
of significant miscellaneous entries not provided 
for elsewhere or requiring more detailed infor- 
mation. 

PAGE 14— Record of Discharge from the 
Naval Reserve, NAVPERS 1070/615 (Inactive), 
is prepared upon honorable discharge of an 
enlisted member on inactive duty by reason of 
expiration of enlistment or obligated service. 

PAGE 15— Report of Separation from Ac 
tive Duty, DD Form 214N, is used to record data 
that may be pertinent to an individual in ci^ ilian 
life and i:> the document used most often to 
determine eligibility for VA benefits. 



The left side of the enlisted service record 
may contain the following items: . 

Personnel Advancement Requirement, 
NAVPERS 1414/4 

Enlisted Performance Evaluation Reports 

Documents pertaining to security clearances 

Orders/Standard Transfer Orders, travel 
authorizations, and endorsements thereof 

Correspondence affecting or concerning the 
individual 

Applications for ID cards 

Leave papers and special requests 

Certified reproductions of page 9, Enlisted 
Performance Record, pertaining to prior 
enlistments 

Other miscellaneous papers and documents 
as appropriate 

SECURITY AND CUSTODY OF THE 
SERVICE RECORD 

The service record is the official history of a 
member's service in the Navy and is the property 
of the Government and not of the member. 
Service record pages are a vital and permanent 
part of the record and entries may not be made 
except as authorized by the commanding officer. 
Service records are stored in separate, fire-proof 
files, provided with combination locks. The files 
are locked after working hours and access to 
service records is restricted to authorized per- 
sons. 

THE HEALTH RECORD 

As important as the service record is the in- 
dividual's health record. From the initial 
physical examination for entry into Federal serv- 
ice to eventual retirement and beyond, accurate, 
timely, and complete recording of medical facts 
in the health record is absolutely essential and 
cannot be overemphasized. As a senior hospital 
corpsman you are charged with the respon- 
sibility of accurate reporting and recording on 
medical records. For full information concern- 
ing the health , record, refer to chapter 9, 
Hospital Corpsman 3&2, NAVPERS I0669-B, 
and chapter 16, Manual of the Medical Depart- 
ment. 
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LEAVE AND LIBERTY 

Subject to Supplementary regulations issued 
by higher authority, commanding officers and 
officers in charge of activities of the operating 
forces and shore establishments may grant leave 
and liberty to members of their commahd in ac- 
cordance with the provisions and regulations in 
BUPERSMAN. 

DEFINITIONS 

LEAVE is the authorized absence of an in- 
dividual from a place of duty, chargeable ncainst 
the individual. 

, LIBERTY is the authorized absence of an in- 
dividual from a place of duty not chargeable as 
leave. (Liberty may not be taken in conjunction 
with leave.) 

EARNED LEAVE ^ is the term used to 
describe the amount of leave accrued to an in- 
dividual's credit on any given date. The earned 
leave balance may indicate a minus leav^ credit. 
Earned leave may not exceed 60 days onkhe first 
day of each fiscal year or upon discharge, 
separation, or first extension of enlistment. 

ADVANCE LEAVE is the term used to 
describe the amount of leave that will normally 
be earned by an individual during the remaining 
period of active duty. 

EXCESS LEAVE is the term used to 
describe leave granted in addition to the amount 
of earned leave available and the amount of 
leave that would normally be earned during the 
remaining period of, t)bligated active duty. 

CO^MVALESCENT LEAVE is the term used 
to describe a period of authorized absence 
granted to persons under medical care and treat- 
ment and shall be considered a part of the period 
of care and treatment. This is not chargeable as 
leave. 

Each person serving in the Navy on active 
duty shall be entitled to leave at the rate of 2 1 /2 
days for each month of active duty except as 
follows: 

1/ Active duty of less than 30 consecutive 
days 

2. Active duty for training, with pay, oi less 
than 30 consecutive days 

3. Periods of lost time (deducted from 
active-duty pay on a day-for-day basis) 



ERLC 



4. Periods of excess leave or other periods in 
a nonpay status (deducted from active-duty pay 
on a day-for-day basis) 

GRANTING OF LIBERTY 

The granting of libert> is an instrument of 
command management. Liberty may be granted 
by commanding officers for any 'period of 96 
hours or less. Liberty shall normally be granted 
outside of normal working hours. Regular lib- 
erty shall be granted from the end of normal 
working hours on a given day to the start of nor- 
mal working hours on the next working day. 
Regular liberty periods shall not exceed 72 
hours, except in the case of public holiday 
weekends and periods specifically extended by 
the President. Special liberty periods of 3 to 4 
days (72 and 96 hours) may be granted on special 
occasions or in special circumstances, such as 
compensation or special recognition . The 
Armed Forces Liberty Pa^s, DD Form 345, may 
be used to control the atithorized absence of 
enlisted members when, in the judgment of the 
commanding or senior officer present, it is 
deemed necessary for security, operational, or 
other unique circumstances. In all other cases, 
the Armed Forces Identification Card, DD 
Form 2N, will suffice to identify an enlisted 
member on authorized liberty. 

GRANTING OF LEAVE 

Annual leave may be granted by the com- 
manding officer when service requirements per- 
mit. 

Upon, permanent change of station (PCS), 
leave may be granted in connection with PCS 
orders, as stated in the orders. 

Emergency leave will be granted by the com- 
manding officer whenever the circumstances 
warrant. 

Convalescent leave may be granted by a 
member's commanding officer when recom- 
mended by a m^ical officer or the hospital 
commander. The^ Commander, Naval Military 
Personnel Com/mand may grant leaye to 
repatriated prisciners and to others when it is 
specifically recommended by the Chief, 
BUMED. 

Other types of leave that may be granted in- 
clude recruiting assistance leave, reenlistment 
leave, and rest and recuperation leave. 
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PROMOTION OF OFFICERS 

Procedures for promotion of officers are 
described in BUPERSMAN. The Personnel 
Division gives assistance with the preparat.ion of 
fitness reports, physical examination reports, 
personal histories, certificates of security 
clearance, duty preferences, transcripts of serv- 
ice, and other documents required to properly 
record the officer's qualifications and status. 

ADVANCEMENT IN RATING 

Most advancements in rating are accom- 
plished through a Navy-wide system of competi- 
tion in all petty officer grades. Advancements 
are based on demonstrated proficiency in as- 
signed duties, evaluation and recommendation 
of the commanding officer, needs of the service, 
and written examinations. All eligible personnel 
compete for advancement to fill vacancies in the 
total Navy allowance. E-7, E-8, and E-9 grades 
must be selected by a board convened in the 
Navy Department. Grades below petty officer 
compete at a local level. Procedures for conduct- 
ing examinations for advancement in rating and 
change in rating are found in current 
BUPERSINST 1400 series. 

The Personnel Division usually provides: 

1. Training of enlisted personnel for ad- 
vancement through courses for self-study in con- 
junction with on-the-job training. 

2. Determination of eligibility 

a. ^ Assisting the commanding officer in 
recomrnending individuals for advancement 

b. Assisting the individuals in completing 
the Personnel Advancement Requirement and 
training courses 

c. Recording information to facilitate 
proof of eligibility. This includes service re- 
quirements, path of advancement, and comple- 
tion of training. 

3. Examination of all eligible candidates. 
This includes ordering ;xaminations and coor- 
dinating with the iocal examining board to en- 
sure that every eligible candidate is provided an 
opportunity to compete.- 

Examinations for advancement or change in 
ratmg are conducted r3avy-wide on specific 
dates as directed by NMPC. 



4. Security of examinations is accomplished 
by appointment of an officer who receives and 
has custody of all examinations. After the ex- 
amination is completed, the test booklets are 
destroyed under security conditions, 'and the 
completed answer sheets are sent to the examina- 
tion center for evaluation of each examinee's 
answers. Locally prepared and evaluated ex- 
aminations for nonpetty officer grades must 
have comparable security. 

extension^oH:nlistment 

Under certain conditions personnel may 
legally be retained beyond the date of expiration 
of enlistment or other period of obligated serv- 
ice, either voluntarily or involuntarily. 

VOLUNTARY EXTENSIONS may be made 
by the individual at any time prior to the date the 
extension takes effect, but not thereafter, either 
for the convenience of the Government or the in- 
dividual concerned. The Agreement to Extend 
Enlistment, NAVPERS 1070/621, is prepared as 
page lA for the service record. The page is 
signed by the individual and by the commis- 
sioned officer who administers the oath. Parts 1 
and 2 provide input to MAPMIS when the^ 
agreement is made, canceled, or becomes 
operative. They are filed in the member's service 
reco d in NMPC. Parts 3 through 6 provide data 
for cne field service record, the disbursing of- 
ficer, and the activity file. 

Remember, the agreement is automatically 
affected unless legally canceled prior to the ex- 
piration of the enlistment. 

INVOLUNTARY EXTENSIONS may be 
made under certain conditions if the command- 
ing officer or higher authority considers the in- 
dividual's retention essential to the public 
interest. In this case an appropriate entry is 
made on page 13, Administrative Remarks, 
NAVPERS 1070/613, of the individual's service 
record. PAGE lA IS NOT USED. 

SEPARATION OF 
ENLISTED PERSONNEL 

Separation is the term used to encompass all 
releases from active naval service except death 
and desertion. It includes discharge, dismissal, 



11-8 



ERLC 



1S7 



Chapter 11 ^PERSONNEL RECORDS AND ACCOUNTING 



revocadon of commission, resignation, release 
from active duty, transfer to the Fleet Reserve or 
retired list, etc. 

A discharge may be issued on one of five 
types of certificates. The certificate specifies the 
type of discharge authorized and is issued for a 
^specific reason. The following is an explanation 
of the types of discharges and a list of reasons 
for each. 

HONORABLE DISCHARGE (USE DD 
FORM 256N) 

An honorable discharge is a separation from 
the service with honor. A separation with honor 
may be effected by the individual's commanding 
officer or higher authority when the individual is 
eligible for or subject to discharge and it has 
been determined that he or she merits an 
honorable discharge under the standards 
prescribed in this chapter. Issuance of an 
honorable discharge is conditioned upon: 

1. Eligibility for discharge for one of the 
following reasons: 

a. Expiration of enhstment 

b. Fulfillment of service obligation 

c. Disability 

d. Convenience of the Government 

e. Dependency or hardship 

f. Minority 

g. Unsuitability 

h. Security 

I. When directed by the Commander, 
Naval Military Personnel Command 

2. Proper military behavior and proficient, 
industrious performance of duty, having due 
regard to the rate held and the capabilities of the 
individual concerned 

PERSONNEL ON ACTIVE DUTY. During 
the enlistment, induction, or other service 
obligation the individual must have made a final 
overall average of not less than 2.7 and an 
average of not less than 3.0 in military behavior. 
An E5 01 Ej6 should not have received two UNM 
(Unmilitary) or UNS (Unsatisfactory) marks in 
the same trait in the last 2 years. In addition, the 
individual must not have been convicted by a 
general court-martial or by more than one 
special court-martial. However, in the case of 
members serving in their first enlistment, 



induction, or other service obligation, the 
court-martial convictions will be disregarded if 
they maintained an average of not less than 3.0 
in military behavior during the last 24 months of 
active service. 

PERSONNEL ON INACTIVE DUTY. An 
honorable discharge will normally be issued 
unless th^ reservist has performed active duty af 
90 days qr more during a Naval Reserve enlist- 
ment or siervice obligation and the service upon 
the most recent release therefrom was other than 
honorable, or the member was transferred from 
the Regular Navy to the Naval Re^^erve to fulfill 
his or her service obligation and the service while 
on such active duty was other than honorable. 

A member eligible for a general discharge 
may receive an honorable discharge if, c-uring 
the current enlistment or other current period of 
service, he or she was awarded a Medal of 
Honor, Navy Cross, Distinguished Service 
Medal, Silver Star Medal, Legion of Merit, 
Distinguished Flying Cross, Navy and Marine 
e^r"^ Medal, Bronze Star Medal, Gold or Silver 
Life Saving Medal, or any other Armed Forces 
Award corresponding to any of these decora- 
tions, or if the discharge is a result of disability 
incurred in the line of duty. 

GENERAL DISCHARGE (USE DD 
FORM 257N) 

A general discharge may be given for any of 
the reasons listed under Honorable Discharge. It 
is a separation from the service under honorable 
conditions issued to an individual whose military 
record is not sufficiently meritorious to warrant 
an honorable discharge. A separation with a 
general discharge may be affected by the in- 
dividual's commanding officer or higher 
authority when the individual is eligible for or is 
subject to a general discharge and it has been 
determined that a general discharge is warranted 
under prescribed standards. 

DISCHARGE UNDER OTHER THAN 
HONORABLE CONDITIONS (USE 
DD FORM 794N) 



A discharge under other than honorable con- 
ditions may be issued for misconduct or security 
reasons. 
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BAD CONDUCT DISCHARGE (USE DD 
FORM 259N) 

A bad conduct discharge is a separation from 
the service under other than honorable conoi- 
tions. It may be given only by approved sentence 
of general or special courls-martial. 

DISHONORABLE DISCHARGE (USE DD 
FORM 260N) 

A dishonorable discharge is a separation 
from the service under dishonorable conditions. 
Dishonorable discharges may be given only by 
approved sentences of gerieral courts-martial. 
They are appropriate for serious offenses war- 
ranting dishonorable separation as included 
punishment. 

SEPARATION PROCEDURES 

All enlisted personnel being processed for 
separation or transferred for separation will be 
mterviewed and counseled copcerning reenlist 
ment intent and the commanding officer's 
recommendation as to reenlistment. The inter 
view will be recorded on page 13 of the service 
record as required by BUPERSMAN. 

Except for members separated upon ap 
proval of a medical board, after a complete 
physical examination, or of a physical evalua- 
tion board, every individual separated from the 
naval service will be given a thorough physical 
and dental examination prior to separation. This 
physical examination may be conducted up to 3 
months prior to separation, except for the 
serological tests for s>phili:> and the skin test for 
tuberculosis, which must be given within 6 weeks 
of the separation date, as stated in the Manual 
of the Medical Department. All entries must be 
entered in the health record and on the examina- 
tion form, SF-88, Record of Physical Examina- 
tion, prior to separation. 

On the date of separation, the health, serv- 
ice, pay, and denta! records are brought up-to- 
date and verified. The service record procedures 
include, but are not limited to, the following: 

Page 1— No entries are required. Forward it 
with the closed out service record. 



Page 2— In general, no entries are required 
for any type of separation except transfer to the 
Fleet Reserve or retirement. In this case the Sur- 
vivor Benefit Plan counseling certification as re- 
quired by current NMPC instructions is entered. 
Discharge and immediate reenlistment— forward 
page 2 to the new service record. In all other 
cases, forward it with the closed out service 
record. 

Page 3— Upon transfer to the Fleet Reserve, 
relea,se from active duty, discharge, or retire- 
ment, except transfer to the Temporary Disabil- 
ity Retired List and release from active duty, 
p^'^ge 3 will be rcmovcu fruiii the *ccord and 
given to the individual. If the member is 
transferred to the Fleet Reserve and retained on 
active duty or immediately reenlisted, forward 
page 3 o the new service record. 

Page 4— Make discharge entries in accord- 
ance with BUPERSMAN and TRANSMAN. 
Upon discharge, transfer to the Fleet Reserve, 
and retirement, the original page 4 is delivered to 
the individual. When the member is transferred 
to the Fleet Reserve and retained on active duty, 
or is discharged and immediately reenlisted, 
remove page 4 from the old service record and 
place it in the new record. In all other cases, for- 
ward it with the closed out service record. 

Page 5— Make eritrj covering time at present 
station in accordance with BUPERSMAN and 
TRANSMAN. At the time of separation a copy 
of page 5 1.^ made. The original lb forwarded with 
the closed service record, except if the member 
reenlisu immediately. For immediate reenlist- 
ment forward the original to NMPC and file the 
copy on the left side of the new service record. In 
all ether cases, give the copy to the member. 

Page 6— In all cases, page 6 is forwarded 
with the closed out service record. 

Page 7— In all cases, page 7 is forwarded 
with the closed out service record. 

Page 9— Enter the performance marks 
assigned since the last reporting period and com- 
pute the final trait average and the overall trait 
average. In all cases, forward page 9 with the 
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closed out service record. Upon discharge and 
immediate reenlistment, or transfer to the Fleet 
Reserve or Retired List and retained on active 
duty, a certified copy of page 9 is placed on the 
left side of the new service record. 

Page 10— In ah cas<*s, page lu is forwarded 
with the closed out service record. 

Page ! 1— Retain and forward all originals of 
page 11 when the member is separated for any 
reason. When the member is discharged and im- 
mediately reenlisted, place aii duplicate copies of 
page II in the new service record. In all other 
cases, the copias are delivered to the member. 

Page 13— Make discharge entries in accord- 
ance with BUPERSMAN and TRANSMAN and 
forward with the closed out service record. 

Page 14— Prepare and dibtiibute in accord- 
ance with BUPERSMAN. 

Page 15— Prepare and distribute in accord- 
ance with BUPERSINST 1900.2 series. 

Forward to the Naval Reserve Personnel 
Center the service record of members discharged 
without immediate reenlistment, released from 
active *<luty with remaining service obligation, 
transferred to the Temporary Disability Retired 
List, retired, or transferred to the Fleet Reserve. 
For members who are deceased, discharged and 
immediately reenlisted, or in a deserter or miss- 
ing status, forward the closed out service record 
to NMPC. 

Other forms and papers in the cor- 
respondence side may be receipted to the in- 
dividual, or in the case of discharge and 
immediate reenlistment, placed on the left side 
of the new service record. 

In all cases of separation, refer to 
BUPERSMAN and TRANSMAN for full 
details and procedures. 

IMMEDIATE REENLISTMENTS 

A qualified individual who wishes to reenlisi 
immediately {within 24 hours) may do so at the 
discharging activity. After 24 hours have 
elapsed, the reenlistment must be accomplished 
at a recruiting station. 



The date of the reenlistment will be the day 
following the date of discharge. This procedure 
credits the individual with serving both dates 
and facilitates accuracy in total service computa- 
tions. 

The procedures to be followed include mak- 
ing the appropriate entry of discharge and 
reenlistment on NAVMED 6150/4, Abstract of 
Service, and retaining the form in the health 
record. 

The service record procedures include the 
following: 

Page 1— Prepare NAVPERS 1070/601, Im- 
mediate Reenlistment Contract, in accordance 
with PAYPERSMAN, par. 90431, and 
BUPERSMAN 5030221. 

Page 2— If page 2 is not up-to-date, prepare 
and distribute a new page 2 in accordance with 
PAYERSMAN, par. 90434, and BUPERSMAN 
5030240. If page 2 is accurate, certify it and 
place it in the new service record. 

Page 3— Remove this page from the old 
service record and place it in the new record. 

Page 4— Prepare a new page 4 and place it in 
the new service record along with the old 
originals of page 4. Retain all old duplicate 
copies of page 4 in the old service record. Review 
and update the last set of page 4 prior to 
discharge (BUPERSMAN 5030280). 

Page 5— After the disbursing officer makes 
the Reenlistment Bonus entries, mo\e page 5 
from the old service record into the new record. 

Page 6— Forward it with the old service 
record. 

Page 7— Forward it with the old service 
record. 

Page 9— Prepare a new page 9 for the new 
service record. Enter the latest set of perform- 
ance evaluations on the old page 9 along with the 
final trait average computations. Make a cer- 
tified copy of the old page 9 and place it in the 
new service record on the left side 
(BUPERSMAN 5030360). 

Page 10— Forward it with the old service 
record. 
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Page 11— Remove duplicates of page 11 
from the old service record and place in the new 
service record. Forward the originals of page 11 
to NMPC (BUPERSMAN 5030380). 

Page 13— After making discharge entries, 
forward all old page 13s with the closed out serv- 
ice record. Prepare a new page 13 for the new 
service record. 

Page 14— Prepare and distribute in accord- 
ance with BUPERSINST 5030440. 

Page 15— Prepare and distribute in accord- 
ance with BUPERSINST 1900.2 series. 

Remove pertinent forms and documents 
from the left side of the old service record and 
transfer them to the left side of the new service 
record. This applies to all copies of enlisted per- 
formance evaluations (which are placed under 
the Career Performance Data Sheet, NAVPERS 
1070/617, along with the certified c^py of the 
old page 9); NAVPERS 1414/4, Personnel Ad- 
vancement Requirement; and all copies of forms 
or documents dealing with a security clearance. 

Add'^'^^nal requirements for discharge and* 
immedii. ic^nlistment include: recouping and 
destroying the old ID Card and issuing a new 
one, recouping and destroying the old 
Uniformed Services ID and Privilege Cards, as 
required for dependents, and making ap- 
piopriate diary entries. 



TRANSFER AND RECEIPT 
OF PERSONNEL 

People in the Navy will be transferred 
periodically from one /aip or station to another, 
sometimes permanently and other times tem- 
porarily. The degree of efficiency with which 
member5> are u? )sferred and receiv<>d ha5 a 
tremendous influence upon their mo^'aie and at 
titude toward the Navy. Effective ana c .pedien 
processing of personnel in transit is a command 
responsibility, and each individual involved 
should do the utmost to prevent snarling the 
process and giving transients the runaround. 



TYPES OF ORDERS 

Change of duty orders are orders that detach 
a member from one duty station and assign him 
or her to another station. 

PERMANENT CHANGE OF STATION 
ORDERS (PCS) involve detachment from one 
permanent duty station and assignment to a new 
permanent duty station. Periods of temporary 
duty may be included in orders that assign you 
to a new permanent duty station upon comple- 
tion of the temporary duty. 

TEMPORARY DUTY ORDERS (TEMDU) 
involve detachment from one station and assign- 
ment to another station or stations for tem- 
porary duty pending furthei assignment to a new 
permanent duty station or for return to the old 
permanent duty station. Members on temporary 
duty are not attached to any permanent duty sta- 
tion. 

ADDITIONAL DUTY ORDERS (ADDU) 
assign a member to a duty he or she is to per- 
form is addition to and in conjunction with the 
permanent duty. No travel is authorized by addi- 
tional duty orders unless specifically stated in the 
orders. Additional duty orders apply only to of- 
ficers. 

TEMPORARY ADDITIONAL DUTY 
ORDERS assign a member to temporary duty in 
addition to the present duties, directing him or 
her upon completion of this temporary addi- 
tional duty to resume regular or temporary duty. 
When travel is involved, one journey away from 
the individual's duty station lO one or more 
places and a return journey to the duty station 
are directed in the orders. Temporary additional 
duty orders automatically expire when the in- 
dividual returns to the duty station from which 
he or she proceeded, unless such relu;n is inci- 
dent to necessary change of train or plane en 
route U) the next temporary additional dutv sta- 
tion involved in the orders and no unnecessary 
delay is taken in making s^rh ch;»ngc, or unless 
mc individual return: for persoiial rea*^.ins in a 
liberty or leave status. Per:,onntl on t^-nporary 
additional dut; remain attached to the station 
from wnich tney initially proceeded on tem- 
porary additional duty. 

REPEATED TRAVEL ORDERS authorize 
a member to perform, in addition to the present 
duties, such travel from time to time as necessary 
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for a purpose stated in the orders, the travel be- 
ing from the duty station to (and from) points 
designated in the orders. Repeated travel orders 
are issued only by the Commander, Naval 
Military Personnel Command to members who 
regularly and frequently make trips away from 
their duty stations in the performance of 
assigned duties. 

FIRST DUTY ORDERS are the first set of 
orders that assign the following to a permanent 
duty station: 

1. Inactive personnel 

2. Persons being newly commissioned from 
civilian siatus 

TFMPORARY ACTIVE DUTY ORDERS 
are the set of orders that assign inactive duty 
members to temporary duty for a limued or 
unspecified period of time, and which direct, 
upon completion, release to inactive duty, 

RELEASE FROM ACTIVE DUTY 
ORDERS or separation orders separate 
members from acti\e duty in the naval service. 

TRAINING DUTY ORDERS assisn Naval 
Reserve members to training duty with pay. 

Wrtten orders should be issued by cornpe- 
Cent authority. Verbai or telephone orders must 
be confirmed by competeni authc rity, either by 
written orders or by approval of ordi-rs written 
in the fi<^W. 

trans™ of OFFICER PERSONNEL 

Officer's ordc.s usually originate in NMPC. 
The activity is responsible for proper enodorse- 
ment of the orders and instructions to the in- 
dividual for the execution of the orders. 

Detachment procedures should include the 
following: 

• Prepare local checkout sheet 
^ Make health record entries 

0» Physical examination as required 
O Updated immunizations 

• Make service record entries 



# Complete page 13 of enlisted service 
recoid if temporary officer 

# Initiate fitness report 

e Prepare notification of relief of 
collateral duties 



Prepare release from 
for classified matter 



responsibihty 



0 Issue Notification of Change of 
Address En Route, NAVPERS 2700/1? 

• Transmit records and orders to 
the officer 

• Make entry in the personnel diary 

TRANSFER OF ENLISTED PERSONNEL 

The Commander, Naval Military Person*iel 
Command is responsible for supplying to each 
naval activity an adequate number of enlisted 
personnel capable of performing all i-ecessary 
tas^:s in order for thai activity to carry out its 
mission. 

Since a certain portion of the enlisted 
population of the Navy is transient, keeping all 
available personnel properly distributed among 
all naval activities is a complicated task. The 
f.nlisted Transfer Manual (TRANSMAN) 
describes the system established by NMPC to 
pi:c the right person in the right job at the right 
time. 

Activities should establish routine pro 
cedures for all enlisted transfers. TRANSMAN 
gives step-by-step instructions for the transfer of 
enlisted personnel. The follou-ing is an example 
of the procedures to be followed: 

• Prepare local checkout sheet, 
o Make health record entries. 

• Physical examination as required 

e Updated immunizations 

• Make service record entries. 

Verify and arrange pages. 
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— 

0 Make page 5 entry. 

0 Page 9— enter transfer evaluation 
^ marks. 

• Page 13— enter transfer, notification 
of relief from membership of boards, etc. 

• Execute disciplinary status letter 
if required. 

Ensure that Personnel Advancement 
Requirements (PAR) are up-to-date 
and in the service record. 

# Prepare Standard Transfer Orders 
as directed by TRANSMAN. 

# Forward advance copy of orders 
to intermediate and ultimate destinations 
and local distribution. 

# Arrange for pay of personnel. 

# Send NAVCOMPT 3067 to disbursing 
officer for transfer of pay record. 

# Assemble and seal service, pay, health, 
and dental records. 

# Make entry for personnel diary. 

# Enter loss on daily ration memorandum. 

# Give records and orders to member. 

Orders for Hospitalization 

When transferring enlisted personnel for 
hospitalization, activities shall prepare Standard 
Transfer Orders in accordance with instructions 
in TRANSMAN. 

RECEIPT OF PERSONNEL 

The Personnel/Records Office should 
prepare a check-in sheet for receiin of personnel. 
This list is used to ensure completion of pro- 
cedures and items such as: 

# Endorsement of orders 



• Officer orders to show date, 
time, place of arrival, and availability 
of quarters 

/ 

• Enlisted orders to show date, 
time, and place of arrival (endorsement 
on Standard Transfer Order is 
self-explanatory) 

• Forwarding of pay records to disbursing 
officer 

SERVICEiRECORD ENTRIES 

• Officer 

• Prepare NAVCOMP 3060 if assigned 
Government quarters. 

• Check Record of Emergency Data 
(NAVPERS 1070/602) and prepare new 
form if necessary. 

^..--♦-Check Officer Biography Sheet 
^ (NAVPERS 5720/ 1 ) and prepare a 
new form if necessary. 

• Procure a new photograph if needed. 

• Make entry in personnel diary. 

• Enlisted 

0 Compare records and accounts with 
Standard Transfer Order to ensure 
that all records are received. 

e Compare person with and verify the 
service record. 

• Send Personnel Advancement 
Requirement (PAR), NAVPERS 1414/4, 
to division officer or appropriate 
supervisor. 

• Arrange for liquidation of travel 
claims, if any. 

• Prepare meal pass and any other 
passes required. 
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• Make entry in personnel diary. 

m Make service, record entries in 
accordance with BUPERSMAN. 

^ m Make health record entries in 
accordance with MANMED. 

DUTY ASSIGNMENT WITHIN 
THE ACTIVITY 

Personnel are assigned duties according to 
their rank oTrate, speciarqualifications, and the 
needs of the service. The assignment may be in a 
clinical service, in a ward, in an administrative 
office, as a student, or a combination of two or 
more. 

Officer personnel are usually assigned by the 
commanding officer, if not specifically assigned 
by NMPC. Experience as indicated by the of- 
ficer's Naval Officer's Billet Code is generally 
the guiding factor. 

Enlisted personnel are usually assigned by 
the Personnel/Records Division with the ap- 
proval of the commanding officer. 

When the duties have been assigned: 

1. Personnel Tabulating Cards or their 
equivalent are prepared to indicate the depart- 
ment or departments to which assigned. This 
facilitates the preparation of the Expense Ac- 
count Data Sheet and the Hospital Staffing 
Report. 

2. The individual is assigned to a duty sec- 
tion and his or her name is added to the Watch 
Quarter and Station Bill and the Watch (Duty) 
List. 



PERSONNEL ADMINISTRATION AT 
NAVAL HOSPITALS, U.S. NAVAL 
HOSPITALS, NAVAL REGIONAL 
MEDICAL CENTERS, AND U.S. NAVAL 
REGIONAL MEDICAL CENTERS 

As previously mentioned in this chapter, the 
personnel problems of the Medical Department 
are compounded in that there are patients to be 
considered in addition to the regularly assigned 
staff personnel. The administrative affairs 



concerning patients have reached such com- 
plexity that separate departments have been 
created to effectively administer them. 

PERSONNEL DIVISION 

The mission of the Personnel Division is to 
administer and coordinate the hospital staff per- 
sonnel program. 

The Personnel Division may be subdivided 
into the Military Personnel Branch, the Civilian 
Personnel Branch, the Training Branch, and the 
Special Services Branch, whose functions are im- 
plied~^by th'eir'ti'tlesr 

PATIENT AFFAIRS DIVISION 

The Patient Affairs Division provides and 
coordinates procedures for the admission and 
disposition of patients and for the processing 
and disposition of medical records, reports, and 
statistics pertaining to their professional treat- 
ment and care. 

The office of the division chief consists of 
the Chief, Patient Affairs Division, a legal 
assistance referral officer, a decedent affairs of- 
ficer, and staff and clerical personnel as may be 
assigned. When a full-time legal assistance re- 
ferral officer or decedent affairs officer is not 
assigned, the Chief, Patient Affairs Division 
serves collaterally as either or both. 

The division is subdivided into a Registrar 
Branch, a Medical Records Processing Branch, a 
Patient Personal Services Branch, and a Medical 
Information Services Branch. (When workload 
or staffing is limited, the functions of branches 
may be combined.) 

ADMISSIONS 

The primary function of the registrar branch 
is to provide administrative and staffing support 
to the t)atient admission and disposition func- 
tions. 

The following is a partial list of the pro- 
cedures that must be followed when a patient ap- 
plies for admission: 

1. Establish patient's eligibility. Remember, 
all emergencies are treated regardless of 
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eligibility. Ineligible emergency cases are treated 
as humanitarian cases until other arrangements 
can be made. 

2;* Check patient's records. 

3. Prepare an addressograph plate. 

4. Initiate a clinical chart. 

• 5. Prepare injury reports, if applicable. 
6. Give patient a physical examination and 
assign him or her to a ward. 
/ 7. Arrange for notification of: 

/ 

/ a. Parent command in nontransfer cases; 

; request records and authorization for treatment 
— ifapplicaBlf." " 

b. Next of kin of all admissions placed on 
serious, or very serious lists. 

8. Inventory, seal, and label all personal 
belongings of the patient and send them to the 
baggage room. 

Types of Admissions 

A patient who is admitted is given one of the 
following admission category codes: 

"D"— Direct. The admission should be 
recorded as Direct if the reporting facility is the 
first medical treatment facility to place the pa- 
tient under treatment or observation for the cur- 
rent, episode of illness or injury. ^ 

"FT(M)"— From Transfer (Navy, Army, or 
Air Force medical facility). The admission shall 
be considered FT(M) when ihe inpatient is 
received from a Navy, Army, or Air Force 
medical facility. NOTE: If the patient is referred 
for consultation and subsequently admitted for 
treatment or observation, the admission 
category will be Direct. 

"FT(0)"--From Transfer (other medical 
facility). The admission shall be considered 
FT(0) when the inpatient is received from a 
civilian (U.S. or foreign) medical facility or from 
a Government medical facility other than Navy, 
Army, or Air Force. 

««LB"— Live Birth. The admission shall be 
recorded as LB when the birth of an infant oc- 
curs within the confines of the medical treatment 
facility. 



"NBD"— Newborn With Mother Direct. If 
the birth of an infant occurs outside of the con- 
fines of the medical treatment facility and the 
baby is then admitted with the mother, the 
category used will Be NBD. . 

''NBFT" Newborn With Mother From 
Transfer. If the birth of an infant occurs outside 
of the medical treatment facility, and the mother 
^ and child were previously admitted to another 
medical treatment facility prior to transfer, the 
category assigned will be NBFT. 

OUTPATIENT 

All examinations, treatments or consulta- 
tions given to personnel other than those on the 
activity's patient census are reported as outpa- 
tient workload. 

PATIENT ELIGIBILITY FOR 
HOSPITALIZATION AND TREATMENT 

The fact that a person seeking treatment is or 
was connected >^ith the Federal Government 
does not automatically entitle him or her to 
treatment at a naval medical facility. A number 
of factors determine eligibility to certain types of 
medical attention and the source and amount of 
remuneration for that treatment. The following 
sources will provide up-to-date information con- 
cerning eligibility requirements: 

SECNAVINST 6320.8 series "Dependents' 
Medical Care" 

BUMEDINST 6320.31 series "Medical Care 
for Eligible Persons at Naval Medical 
* Facilities" 

NAVMED P-5020 "Financial Management 
Handbook" 

CUSTODY AND MAINTENANCE 
OF PATIENT RECORDS 

' Patient records are maintained by the 
Medical Records Branch of the Patient Affairs 
Division. The basic patient records are the same 
regardless of the patient's service affiliation. The 
following records are required by naval medical 
facilities, with additional forms as prescribed 
locally by the command. 
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CLINICAL CHART (not to be confused 
with the health record). This chart is initiated by 
the admission section and continued by the 
wards and departments concerned with the pa- 
tient's treatments. Upon disposition of the pa- , 
tient, the chart and its contents are sent to the 
Patient Affairs Division for transcription of per- 
tinent parts for the health record and then filed 
for future reference. The chart may be retained 
for two or more years and eventually retired for 
^permanent storage. The clinical chart is 
composed of: 

1. Cover sheet (local form or folder) 

2. Clinical chart check-off list (local form) 

3. Narrative Summary (SF-502) 

4. ^ History— Part I (SF-504) 

5. History— Parts II & III (SF-505) 

6. Physical Examination (SF-506) 

7. Doctor's Orders (SF-508) 

8. Doctor's Progress Notes (SF-509) 

9. Nursing Notes (SF-5 10) 

10. Temperature-Pulse-Respiration Chart 

(SF-5 11) 

11. Consultation Sheet (SF-5 13) 

12. Laboratory Report (SF-514 series) 

13. Radiographic Report (SF-519A) 

NOTE: A variety of additional standard 
forms are available and may be added to the 
basic chart as required. Maintenance of the 
chart is discussed in Hospital Corpsman 3 & 2, 
NAVPERS 10669-B. 

HEALTH RECORD. When applicable, the 
health record is brought up-to-date and for- 
warded to the Patient Affairs office upon 
discharge of the patient. Maintenance of the 
health record is discussed in Hospital Corpsman 
3&2, NAVPERS 10669-B. 

SERVICE RECORD. When applicable, the 
patient's service record will be maintained by the 
activity having accounting responsibility for the 
patient. If the medical treatment facility has the 
accounting responsibility, the service record is 
kept up-to-date and forwarded to the ap- 
propriate agency upon disposition of the pa- 
tient. Maintenance of the service record has been 
discussed earlier in this chapter. 



ADVANCEMENT IN RATING FOR 
PATIENTS 

Patieots may participate in advancement in 
rating examinations provided they have been 
recommended and nominated prior to 
hospitalization, and the hospital commanding 
officer does not consider the participation 
detrimental to their health. Being in a patient 
status in no way interferes with advancement in 
rating, and eligible personnel shall be advanced 
as if they had returned to full duty. 

DISPOSITION OF PATIENTS^ 

When patients complete their treatment or 
are ready for other disposition, the ward for- 
wards the completed chart to the Patient Affairs 
Division for processing, transcription, and 
disposition. The patient (or an agent when he or 
she is incapable) checks out through the 
prescribed departments and offices. 

"Discharged" is the term used to indicate 
disposition for all reasons except death, transfer, 
and desertion (active duty only). For active duty 
members, "discharge" means: returned to duty, 
returned to duty awaiting action of a physical 
evaluation board, discharged to a medical 
holding company, etc' For other than active- 
duty members it can mean: sent home, returned 
to former activity, departed without authority, 
etc. 

Active-duty personnel are issued written 
orders, or endorsements on previous orders, to 
report to their duty assignments. Their health, 
pay, dental, and service records and their per- 
sonal effects will normally be forwarded with 
them. In cases of final release from active duty, 
the records are sent to the appropriate parent 
agency. 

Patients not on active duty are not issued 
orders, and their clinical charts are retired to 
file. 

"Died" is the term used when the condition 
resulls in death. Disposition of records and per- 
sonal effects is discussed further in chapter 13 of 
this manual. 

"Deserted" is the term used to dispose of an 
active-duty patient who has been declared a 
deserter. The patient's records and personal 
effects will be disposed of in accordance with 
BUPERSMAN. 
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**Transf erred" is the term used when a pa- 
tient is sent to another medical facility for fur- 
ther treatment. It does not apply to movements 
within the same hospital or command. 

CIVILIAN PERSONNEL BRANCH 

The Civilian Personnel Branch is charged 
with administering the civil service programs as 
they apply to the activity. This is accomplished 
by the following procedures: 

1. Plan, develop, and administer such 
employment, training, wage classification, and 
employee service programs as may be ap- 
propriate. 

2. Advise and assist operating officials in 
applying Navy civilian personnel rules, regula- 
tions, and .policies. 

3. Advise employees relative to all phases 
of their employment. 

4. Conduct an in-service placement pro- 
gram. 

5. Recruit employees. 

6. Plan and conduct employee develop- 
ment programs. 

7. Advise and assist employees and their 
supervisors in the preparation of job descrip- 
tions or statements of duties and recommended 
changes in the schedule of wages and classifica- 
tion of positions. 

8. Process requests for civilian personnel 
and position actions. 

9. Submit reports as required. 

10. Maintain manuals, instructions, and 
regulations governing civilian personnel ad- 
ministration. 

11. Maintain civilian personnel records as 
prescribed by the Navy Department. 

The Navy policy for personnel administra- 
tion is that each commanding officer must pro- 
vide for sound management control, direction, 
and support of the personnel program to ensure 
consistent, efficient, and equitable personnel 
management throughout the Navy. The essential 



elements or functions of a comprehensive per- 
sonnel program in the Federal Government, as 
described in the Federal Personnel Manual, are: 

1. Policy formulation and issuance 

2. Position classification and pay 
administration 

3. Staffing 

4. Employee performance evaluation 

5. Employee development 

6. Employee relations and ^.ervices 

7. Employee recognition and incentives 

8. Personnel leccy-ds Anil report!^ 

9. Program evaluation 

, The assignment of responsibility for carrying 
out the activities of the personnel program is 
discussed in Navy Civilian Personnel Instruc- 
tions (NCPI) and in Office of Industrial Rela- 
tions and Bureau of Medicine and Surgery 
Instructions and Notices. 

A POSITION is a specific aggregation of all 
the current duties and responsibilities contained 
in a work assignment made by a competent 
authority to be performed by one employee 
during a full working schedule, whether that 
schedule be full-time or part-time. Being oc- 
cupied or vacant does not in itself change a posi- 
tion's identity or character. 

All civilian positions must be established in 
accordance with applicable laws and regulations. 
At the local level the command is authorized to 
establish individual civilian positions within the 
overall civilian ceiling allowance established by 
BUMED. Positions in grade GS-12 and above 
and some special categories require approval by 
BUMED. 

MEDICAL INFORMATION SERVICES 
BRANCH 

The Medical Information Service Branch 
compiles and analyzes statistical data pertaining 
to the care and treatment of inpatients, and out- 
patients, maintains the tumor registry and the 
cross-index of diseases and operations, prepares 
medical/statistical reports as required for the use 
of the regional medical staff or higher authority, 
assembles and files clinical records, and main- 
tains the hospital archives. 
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INJURY REPORT 

The Manual of the Judge Advocate General 
requires that an injury report (NAVJAG 
5800/15 or NAVMC 10767) be prepared in every 
case of injury resulting in loss of time from duty 
in excess of 24 hours or probable disability. 

The preparation of this report is a command 
responsibility that requires the expeditious col- 
lection of information following the injury 
(normally by appointment of an'^ormal in- . 
vestigaiion). The Medical Department can 
-facilitate-this-through4he use-of a complete and 
well-designed accident report, filled out and 
distributed promptly. A copy will be retained on 
file. The data on the form should include: 

1 . Name, rate, and SSN 

2. Hour, date, and place of injury 

3. Hour and date first seen by a medical 
officer 

4. Circumstances surrounding the injury 
and names of witnesses 

5. Notation of test(s) administered (alcohol, 
drugs, etc.) 

6. Extent of possible disability 

a. None 

b. Permanent partial 

c. Permanent total 

7. Estimation of loss of time from duty as a 
result of injury 

8. Disposition of case 

CONCLUSION 

The foregoing chapter has laid down the 
guidelines to effective personnel accounting and 
maintenance of records. Obviously, to cover the 
field thoroughly would require volumes of 
technical narrative, much more than the space 
alloted here. 



The key points necessary for efficient per- \ 
sonnel accounting are well worth remembering: 

ACCURATE AND TIMELY RECORDING 

Recording the facts accurately, within a 
reasonable period of time, in^their proper places 
and oh the appropriate forms, does much to lay 
the groundwork for gaining the reputation of an 
efficient personnel office. 

MAINTENANCE..OF MANUALS AND 
DIRECTIVES 

By keeping your manuals and directive^ 
up-to-date and understanding their purposes, 
you can ensure accurate and current personnel 
administration. Needless to say, the ability to 
find the facts and utilize the manuals is as essen- 
tial as maintaining them. 

EFFECTIVE OFFICE ROUTINE 

Establishing smooth-running office routines, 
without duplication and needless paperwork, is 
an essential attribute of an efficient personnel 
program. Periodic analysis of check-in and 
check-out routines and patient admission and 
discharge procedures will do much toward 
eliminating obsolete or ineffective facets that do 
more to hinder than help. 

HUMAN RELATIONS 

Remember, the word ^^personnel" means 
people; the people you work with, those you 
work for, and those for whom you perform the 
services. Courtesy, loyalty, and impartial effi- 
cient office procedures will ensure your reputa- 
tion as an outstanding supervisor. 
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NAVY MEDICAL FINANCE AND SUPPLY 



rhe^resp'omibiUty"of-accounting for assets - 

within the Department of the Navy (DN) comes 
down from the Secretary of the Navy (SEC- 
NAV) to the commanding officers of field 
activities throughout the Navy through appro- 
priate channels. Commanding officers must en- 
sure -prbper fiscal administration by directives, 
principles, and policies prescribed by the Comp- 
troller of the Navy. All orders and instructions 
issued by the Comptroller carry the same force 
nd effect as if issued by SECNAV. 

"The Naval Supply Systems Command (NAV- 
SUP^SCOM) is responsible for administering 
supply management policies, including catalog- 
ing, standardization, procurement, inventory 
control, storage, issue, and disposal of naval 
materiel. Ybu, as a medical supply person, must 
be familiar with the methods of procuring and 
accounting for naval materiel. You should also 
be familiar with the rules and regulations that 
govern accountability of funds under an appro- 
priation and have a good working knowledge of 
the directives and manuals used in the Navy Sup- 
ply System. 



NAVSUP PUBLICATIONS 

To function well in the Navy Supply System, 
you must be familiar with some of the NAVSUP 
publications that deal with different facets of 
supply. Some of these publications that are of 
particular interest to you are discussed below. 

^ NAVSUP publications are referred to in four 
different ways^. For example, the NAVSUP 
Operating Procedures Manual for the Military 
Standard Requisitioning and Issue Procedure 



and-the-Military Standard Transaction-Reports 
ing and Accounting Procedure (MILSTRIP/ 
MILSTRAP) may be referred to in various 
publications and directives as one of the follow- 
ing: 



NAVSUP Publication 437 



• NAVSUP Pub 437 

• NAVSUP P-437 

• NAVSUP 437 

However, when referencing this publication 
(or other NAVSUP publications) in correspond- 
ence, cite it as ''NAVSUP P-437. par 

STORAGE AND MATERIALS HAN- 
DLING (NAVSUP" P-284).— This manual 
establishes efficient- standards at major supply 
installations within each military service as well 
as among the military services. It consolidates 
technical and .detailed information available to 
the mU^tary services cn materiels ^handling 
operations involved in the receipt, storage, issue, 
and care of supplies except for preserving, 
packaging, and packing. NAVSUP P-284-1 ex- 
pands on some of the above subjects and 
prescribes specihc policy not affecting the other 
services. This manual and the supplement are 
designed for the three-ringed binder. 

MILSTRIP/MILSTRAP DESK GUIDE. 
(NAVSUP P-409).~Since NAVSUP P-437 is a 
comprehensive publication that fills three 2-inch 
binders, NAVSUP P-409 was published to serve 
as a handy reference for personnel responsible 
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for originating and processing MILSTRIP/ 
MILSTRAP documents. This small booklet 
contains common definitions, coding structures, 
and abbreviated code definitions used on a day- 
to-day basis. Blank space is provided for enter- 
ing commonly used routing identifier, fund, 
project, and locally assigned codes. 

FLEET USE OF MILSTRIP (NAVSUP- 
INST 4235.3).— This publication serves the 
same purpose of NAVSUP P-409 for fleet per- 
sonnel. In addition, it is designed to use in 
- indoctrinating and training fleet personnel in the 
MILSTRIP system. It is larger ^han the- desk 
guide and contains illustrations and explana- 
tions, making it a valuable training aid and a 
handy reference. 

^ OPERATING PROCEDURES MANUAL 
FOR MILSTRIP/MILSTRAP (NAVSUP 
P^37)._Xhis publication issues policy on the 
MILSTRIP/MILSTRAP system. This publica- 
tion takes precedence over conflicting provisions 
contained In other supply system manuals or 
directives. It consists of 10 chapters and several 
appendixes and exhibits.- It covers system 
management, requisitioning ashorfe, inventory 
control, financial matters, materiel movement 
priorities, and evaluation procedures. The 
publication provides forms, formats, and codes, 
and it serves as a comprehensive ready reference 
for those involved in preparing or processing 
MILSTRIP documents. The chapters are listed 



below. 




Chapter 


Title 


1 


Introduction 


2 


Supply System Management 


3 


Requisitioning Ashore 


4 


Inventory Control at Stock Points 


5 


MILSTRIP/MILSTRAP Finan- 




cial Inventory Accounting 


• 6 


Materiel Movement 


7 


Uniform Materiel Movement and 




Issue Priority System 


8 


Expendable Ordnance 


9 


Military Assistance Program 




(MAP) 


10 


Performance Reporting 



\ 



NAVSUP P-437 is not distributed afloat. All 
afloat MILSTRIP/MILSTRAP operations are 
incorporated into NAVSUP P-485. 

Paragraph numbering in this publication is 
similar to that of the NAVSUP Manual. 
Paragraph 06120-3a is broken down as follows: 

06 120 3a 

Chapter ' I 

' I 

Paragraph ' j 

Subparagraph ' 

AFLOAT SUPPLY PROCEDURES (NAV- 
SUP P-485),— This publication establishes 
policies for operating and managing afloat sup- 
ply departments and activities. It will help sup- 
ply personnel to understand and perform their 
individual tasks. 

Although this publication is designed 
primarily for nonautomated supply procedures, 
much of the information it contains also applies 
to automated systems. 

The procedures contained in this publication 
are the minimum essential to acceptable supply 
management and are mandatory unless specifi- 
cally stated as being optional. It encompasses 
the procedures outlined in NAVSUP Manual, 
Volumes I, II, and V, and NAVSUP P-437 as 
they apply to afloat situations. It is divided into 
six chapters as follows: 



Chapter Title 



1 


Organization and Administration 


2 


Material Identification 


3 


Materiel Procurement 


4 


Materiel Receipt, Custody, and 




Stowage 


5 


Materiel Expenditure and 




Shipment 


6 


Inventory Management 



In addition to these six chapters, NAVSUP 
P-485 contains several appendixes ^hat contain 
such information as advice codes,' document 
identifier codes, fund codes, and units of issue. 
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CHANGES TO PUBLICATIONS TYPES OF APPROPRIATIONS 



Regardless of how well you have learned to 
use the various supply publications, if they 
aren't up-to-date you are wasting your time. 
Eftter changes promEJiy when they are received 
to ensure that the latest information is being 
used. There are different types of changes and 
the methods of entering them are different. 
Always read the accompanying instructions 
before making the change. 

Pen-and-ink Changes.— These are usually 
distributed as a letter or notice and require you 
to type or enter pen-and-ink word or sentence 
changes. 



Page Changes.— Extensive changes are made 
by this method. This involves removing an old 
page and inserting a new one. Most of these 
changes will include a list of * 'Effective Pages" 
or **Sheets in Force" that should be check^ed 
against the manual after the change has 
been made to ensure that all the pages are 
there. 

Change Bulletin.— This change is usually 
used for stocklists, catalogs, and cross-reference 
listings. The change bulletin will refer to the 
basic publication and will state whether it is 
cumulative or noncumulative. A cumulative 
change bulletin is one that contains all changes 
previously issued. Discard the older bulletins. 
Retain the noncumulative change bulletins until 
the basic publication is reprinted. Always read 
the instructions BEFORE you make the change. 



APPROPRIATIONS 

An appropriation is an authorization by an 
Act of Congress (Appropriation Act) to incur 
obligations for a specified time and purpose and 
-to make payments out of the Treasury. The 
Navy uses this form to receive money to pay for 
ships and the cost of their operation and 
mainten^ance, the, cost of training and pay of the 
personnel who operate them, and the money to 
operate the Shore Establishment needed to sup- 
port the fleet. 



Three types of appropriations may be used in 
the Navy, depending upon the purpose for 
which they are issued. Most appropriations are 
for 1 fiscal year (FY) and are used to finance the 
normal operating costs of the Navy. Other types 
may be granted without a time limitation or for a 
specific time that^iexceeds 1 year. 

Annual Appropriations 

Annual appropriations generally cover the 
current operating and maintenance expenses of 
the Navy. They become available at the begin- 
ning of the FY as stated in the Appropriation 
Act. From then on throughout the FY, they may 
be either directly expended or obligated. An 
obligation occurs when an order is placed by an 
afloat unit or when materiel is issued to a shore 
activity. It also occurs when a contract is 
awarded, a service is received, or similar transac- 
tions are entered into during a given period re- 
quiring future payments of money in an agreed 
amount. 

After the end of the FY, the Navy must 
return any unobligated balance to the Treasury, 
and obligated funds remain available for the 
payment of such obligations for an additional 2 
years. 

At the end of the additional 2-year period, 
transfer the balance remaining in the account, 
representing unliquidated obligations less reim- 
bursements to be collected, to the successor 
**M" account. The successor **M" account is 
available for disbursement of appropriated 
funds. 

Coiitinuing Appropriations 

A continuing appropriation, or a no-year 
appropriation, is one that is available for incur- 
ring obligations until the funding is exhausted or 
until the purpose for which it was made is ac- 
complished without ai^tfixed-period restriction. 
Examples of continuing appropriations are 
Military Construction Navy and revolving funds 
such as the Navy Stock Fund (NSF). 

Continuing appropriations become available 
for obligation and expenditure at the beginning 
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of the FY following the passage of the Appro- 
priation Act or may become immediately 
available when so specified in the act. When the 
purpose of a continuing appropriation has been 
accomplished, or at such time as determined 
administratively or by Congress, transfer an 
amount equal to the total of unliquidated 
obligations, less the total of reimbursements to 
be collected, to the successor "M" account. 
Transfer the remaining unobligated balance to 
the surplus of the Treasury. 

Multiple Year Appropriations 

Multiple-year appropriations are generally 
made for purposes that require a long lead time 
of planning and execution, such as Procurement 
of Aircraft and Missiles Navy and Shipbuilding 
and Conversion Navy. Multiple-year appropria- 
tions become available for obligation and ex- 
penditure at the beginning of the FY designated 
in the Appropriation Act unless otherwise stated 
in the act. They are available for incurring 
obligations only during the FYs specified in the 
act. However, they are available for paying such 
obligations for an additional 2 years. 

At the end of the last FY included in the 
appropriation, when the appropriation expires 
for obligation purposes, transfer the unobli- 
gated balance to the Treasury. At the end of the 
2 years following the expiration of obligation 
availability, transfer the balance remaining in 
the account, representing unliquidated obliga- 
tions less reimbursements to be collected, to tlie 
successor "M" account. 

STATUS OF APPROPRIATIONS 

Three terms are used to designate the status 
of appropriations. 

• Current Appropriation— an appropria- 
tion that is available for incurring obligations 
during the current FY 

# Expired Appropriation— an appropria- 
tion that is no longer available for incurring obli- 
gations but remains available for disbursements 
to liquidate existing obligations 



# Lapsed Appropriation— an appropria- 
tion in which the undisbursed balance, by law, is 
no longer available for disbursement 

By way of explanation, let's follow an annual 
appropriation for FY 80 by the above terms. 

Current appropriation 1 Oct 79—30 Sep 80, 
is available for obligation and disbursement. At 
the end of the FY (30 Sep 80), the Navy must 
return any unobligated balance to the Treasury. 
Expired appropriation, 1 Oct 80—30 Sep 82, 
means no new obligations may be incurred. The 
obligated balance is retained and disbursements 
may be made to liquidate the obligations. 
Lagsed appropriation, 1 Oct 82, means no fur- 
ther disbursements may be made. Any balance 
of outstanding unliquidated obligations remain- 
ing is transferred to a successor account that is 
available indefinitely for payment of obligations 
still outstanding. 

APPROPRIATION SYMBOLS 

The Navy uses symbols to identify charges 
and credits made against each appropriation. 
Since you use these symbols often, it is impor- 
tant that you understand how they are con- 
structed. The various elements that make up the 
appropriation symbol are explained below. 



Navy Department ' j j 

FY 80 — ■ ' I 

I 

Purpose of the appropriation | 
(Operation and Maintenance ■ 
Navy (O&MN)) ^ 

All appropriations assigned to the Navy are 
identified by "17" that is shown as the first two 
digits of the appropriadon symbol. 

The next one or two digits identify the FY 
limitation of the appropriadon. In the example, 
"80" designates FY 80. Continuing appropria- 
tions, which have no FY limitadon, are iden- 
tified by an "X." A muldple-year appropriadon 
is indicated by the first and last FYs that it is 
available for obligation; for example, "0/1" in- 
dicates FYs 80 and 81. 
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The purpose of the appropriation is shown 
by the next four digits. The numerals **1804*' 
shown above identifies the appropriation for 
O&MN, which is used for operation and mainte- 
nance cxpjnses for both afloat units and shore 
activities. 

APPROPRIATION CATEGORIES 

The Navy and Marine Corps appropriation 
structure is based on major programs or several 
broad categories that remain relatively constant 
and encompass most of an activity's, ftfnding. 
These appropriation categories include the 
following: 

Military Personnel Navy (MPN) and Military 
Personnel Marine Corps (MPMC).— These ap- 
propriations provide for the pay and allowances, 
clothing, and PCS orders of active duty Navy 
and Marine Corps personnel. 

Reser\'e Personnel Navy (RPN) and Reserve 
Personnel Marine Corps (RPMC).— These ap- 
propriations provide the same type of require- 
ments for Reserve personnel programs as the 
MPN and MPMC. 

Operations and Maintenance Navy (O&MN) 
and Operations and Maintenance Marine Corps 
(O&MMC).— These are the bread-and-butter 
annual appropriations for most Navy and 
Marine Corps activities. They pay for .the day- 
to-day expenses of the Navy and Marine Corps. 
For most activities, the O&M appropriation pro- 
vides funds for the operating budget, which is 
the master financial planning and control docu- 
ment for the activity. The operating bpdget con- 
tains estimates of workload, manpower, and 
monies required. 

Operations and Maintenance Navy Reserve 
(O&MNR) and Operations and Maintenance 
Marine Corps Reserve (O&MMCR).— These 
provide for the day-to-day support of the Navy 
and Marine Corps Reserves. 

ALLOTMENTS 

An allotment is an authorization, expressed 
in specific dollar amounts, granted by a compe- 
.tent auth6nty to commit, obligate, and expend 



funds for a particular purpose. Obligation and 
expenditure of the funds may not exceed the 
amount specified in the allotment, and the pur- 
pose for which the authorization was made must 
\}Q adhered to. 

The holder of an allotment may issue sub- 
allotments under appropriate circumstances. 
The liolder of a suballotment may create com- 
mitments and obligations against appropriations 
within the scope of the suballotment. 



OPERATING BUDGETS 

An operating budget is the annual budget of 
an activity. Operating budgets are assigned by 
the Chief of Naval Operations, Fiscal Manage- 
ment Division, to major claimants. A major 
claimant is a bureau, office, command, or 
Headquarters, Marine Corps, designated as an 
administering office under O&MN. Subclaim- 
ants are offices, bureaus, and commands that 
are designated as administering offices and 
receive a subclaimant operating budget from a 
major claimant. Holders of operating budgets 
may grant subordinates a degree of financial 
responsibility by issuing operating targets (OP- 
TARS). Medicaf OPTAR funds are used to 
fulfill foucmajor requirements. 

Authorized Medical Allowance List 
(AMAL)— the minimum amount of medical 
materiel to be maintained on boaid a ship at any 
time, normally a 12-month supply. The amount 
of materiel noted in the AMAL is set by 
BUMED. The AMAL is used as a guide in 
developing medical stock. Forward recommen- 
dations for changes through the chain of com- 
mand. 

• Type Commander's (TYCOM)— to sup- 
plement AMALs, TYCOMS may have addi- 
tional requirements to maintain units in a high 
state of readiness and to allow units to be self- 
supporting in^an emergency. TYCOM require- 
ments for medical considerations relate to such 
items as first aid gun bags, plastic airways, 
litters, and battle dressing station supplies. 

# Special mission usage 
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• Administrative— the purchase of con- • 
sumables or medical OPTAR restrictedMtems 
may be made from this OPTAR with the ap- 
proval of the executive officer. Books and publi- 
cations required for all ships, as listed in 
BUMEDINST 6820.4, may be purchased with 
this OPTAR. 



FEDERAL CATALOG 
SYSTEM (FCS) 

The FCS names, describes, classifies, and 
numbers all items carried ■ under centralized 
inventory control by the Federa?. Government. 
Only use one identification for each supply item. 
The FCS is also used by NATO countries. 

To order supplies effectively from this 
system, you must first have an understanding of 
its terminology. 

Materiel— all supplies, repair parts, equip- 
ment, and equipage 

Equipment — any functional unit of hull, 
mechanical, electrical, ordnance, or electronic 
materiel operated singly or as a component of a 
system or subsystem. It is a nonconsumable 
item. 

Consumable—all supplies consumed in use 

Stock Unit— the smallest quantity of a sup- 
ply item 

Standard Stock— material under the control 
of an inventory manager and identified by a 
National Item Identification NumSer (NUN) 

Reserve Stock— items on hand and available 
for issue for a specific purpose but not for 
general use 

Bulk Stock— ma t^iel carried in stock for 
future use in full unbroken containers 

Repair Part— a replaceable part of 
machinery or equipment 

Equipage— equipment that is under manage- 
ment control due to high replacement cost, like- 
lihood that it may be stolen, or is highly essential 
to accomplish the activity's mission j 



FEDERAL SUPPLY 
CLASSIFICATION (FSC) SYSTEM 

The FSC System classifies all supplies used 
by the Federal Government. Each item is identi- 
fied by a four-digit FSC Class. The first two 
digits identify the group or major class of com- 
modities within the group. The combination of 
the four digits forms the class of materiel. An ex- 
ample is 6505, Drugs, Biologicals, and Official 
Reagents. 

Cognizance Symbols 

These symbols are supply management codes 
that identify the Navy inventory manager of the 
specific category of materiel in which the item is 
included. The cognizance symbol for all Navy- 
owned bulk medical materiel is 

National Stock Numbers (NSN) 

An nSN is a 13-digit stock number that iden- 
tifies an item in the supply distribution system of 
the United States. It consists of the four-digit • 
FSC and a /line-digit NIIN. The NUN consists 
of a two-digit National Codification Bureau 
(NCB) code and seven digits which, in conjunc- 
tion with the NCB code, identify each NSN item 
in the Federal Supply Distribution System. 

An example of an NSN is: 

3110-00-123-4567 
— I \ 

FSC I 

I 

NIIN ^ 

Navy Item Control Numbers (NICN) 

NICNs identify items of materiel that are not 
included in the FCS but which are stocked in the 
Navy Supply System. These .are 13-character 
numbers assigned by inventory managers for 
either temporary or permanent control. 

Local Item Control Numbers 

Technically any item identificajion number 
assigned by an activity for its own use is an 
NICN. However, to distinguish between NICNs 
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authorized in supply transaction documents and 
those that are not, the term local item control 
number is often used instead of the NICN. The 
local item control number consists of 13 
characters with the fifth and sixth digits bemg 
LL. A full explanation of the composition ot 
NICNs, NIIN^) and local item control numbers 
is contained in NAV$yP P-485, Afloat Supply 
Procedures. 

FEDERAL SUPPLY, CATALOG 

This publication contains all standard stock 
items available to the agencies of the Federal 
Government. It furnishes identification and 
management data for single manager supply 
items. The sections of the catalog of greatest in- 
terest to you are those' dealing with medical 
items listed below in figure 12-1. Each subsec- 
tion deals with specific categories of materiel. 

The following is a subsection description of 
the Federal Supply Catalog, Medical Materiel, 
6509 section: 

• Introduction— provides a general over- 
view of the contents and use of the catalog 

• Alphabetical Index— a list of item names, 
synonyms, coUoquials, common names, and 
irademarks referenced to index numbers to help 
locate an item within the subsection 

• 'Glossary of Colloquial Names and Thera- 
peutic Index (6505/6508 subsections only)— con- 
tains colloquial names, synonyms, an4 trade 
names arranged in alphabetical order and' cross- 
referenced to appropriate National Item Names. 
It further classifies items by therapeutic use 

• Identification List (IL) contains the 
following: 

• Preface— each subsection contains a 
preface -hat includes special instructions per- 
taining to that individual subsection 

• Alphabetical Index— a list of Na- 
tional Item Names cross-referenced to index 
■numbers to help locate an item when the NSN is 
not known 



• National Stock Number Index— a list 
of NSNs arranged in numerical sequence and 
referenced to index numbers to help locate an 
item within a subsection 

• Idendfication Data— the following 
data are arranged alphabetically by the item 
name under which it is identified in the FCS. 
Some items will be illustrated for clarity. 

• Action Codes— denote additions, 
deletions, or revisions of published data as 
follows: 

N_new indicates items not pre- 
viously included in the basic publication, change 
bulletin, or change notice; or a reinstatement of 
a previously deleted item. 

C— change indicates a change in 
data since the previous publication. 

D— deletion indicates an item is 
no longer available. 

• Index Numbers— items are pre- 
sented in alphabetical order; index numbers are 
assigned in ascending sequence within each pam- 
phlet. They are used -solely as a locator device 
and not in lieu of an NSN. 

• National Stock Number Index— 
NIINs are listed in numerical order. 

• Descriptive Data— important dis- 
tinguishing characteristics are stated in this sec- 
tion. 

- • Description— appears below the 
item name and above the box in which the 
index number, NSN. and descriptive data are 
arranged. Operational data may appear as a 
footnote. 

• Notes— information regarding 
special storage and handling of an item are as 
follows: 

B— corrosive or poisonous mate- 
rial 

D— subject to deterioration within 
36 months 
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Publication 

Title Number 

FSC GROUPS 30 THROUGH 63 (Items of 

^Medical Materiel Only) C-3000/6300-IL 

FSC CLASS 6505, Drugs, Biologicals, and Official Reagents/ 

FSC Class 6508, Medicated Cosmetics and Toiletries C-6505/6508-IL 

FSC CLASS 6510, Surgical Dressing Materials C-5610-IL 

• FSC CLAS S 65 1 5 , Medical and Surgical 

Instruments, Equipment,*and Supplies ; C-6515-IL 

FSC.CLASS 6520, Dental Instruments, 

Equipment, and Supplies C-6520-IL * 

FSC CLASS 6525, X-Ray Equipment and 

Supplies: Medical, Dental, Veterinary C-6525-IL 

FSC CLASS 6530, Hospital Furniture, 

Equipment, Utensils, and Supplies C-6530-IL 

FSC CLASS 6532, Hospital and Surgical • ' ^ 

Clothing and Related Special Purpose Items C-6532-IL 

FSC'CLASS 6540, Opticians' Instruments, 

Equipment, and Supplies C-6540-IL 

. FSC CLASS 6545, Medical Sets, Kits, and Outfits C-6545-IL, Vol 1 

. FSC GROUP 66, Instruments and Laboratory 

Equipment (Medical Materiel) C-6600-IL 

FSC GROUPS 67 THROUGH 95 (Items of Medical 

Materiel Only) C-6700/9500-IL 

COMPONENTS OF SETS, KITS, AND OUTFITS C-6545-IL, Vol 2 

MANAGEMENT DATA LISTS * 

ALPHABETICAL INDEX C-6500-AL 

CHANGE BULLETIN (Medical Materiel) 

IDENTIFICATION LISTS C-6500-IL-CB 

CHANGE BULLETIN (Medical Materiel) MANAGEMENT 

DATA LISTS C-6500-ML-CB 

GLOSSARY OF COLLOQUIAL NAMES AND 

THERAPEUTIC INDEX C-6505-GL 



*A separate management data list (ML) is published for each identification list (IL) segment of the 
catalog. These are numbered as C-6505/6508-ML, C-6510-ML, etc. The authorized substitute items 
are published in the MLs. 



Figure 12-1.— Federal Supply Catalog, medical materiel section. 
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F —subject to damage by freezing 

G —requires refrigeration 

I —flammable or oxidizing mate- 
: :al 

M— an item containing potentially 
recoverable precious metals 

p _.an item with potency period 
or expiration date 

/ 

Q —drug or other item requiring 
security storage 

R —alcohol, alcoholic beverages, 
precious metal, or other sub- 
stances requiring storage 

W— item must be kept frozen 

• Navy Management Data List (NMDL)— 
it contains information such as price and unit of 
issue. Authorized substitutions are listed here. A 
separate NMDL is published for each IL seg- 
ment of the catalog. 



PROCUREMENT 

Procurement is the act of obtaining materiels 
or services. Materiel may be procured by requisi- 
tion or purchase. Requisitions are most fre- 
quently used, but purchase is used for procuring 
nonstandard materiel and emergency require- 
ments. 



REQUISITIONING 



MILSTRIP is used for ordering all materiel 
except for certain classes of materiel listed in 
NAVSUP P-485. All items ordered from the 
Navy Supply System, other military installa- 
'tions, the Defense Logistics Agency (DLA), and 
the General Services Administration (GSA) 
will be procured using the MILSTRIP system. 
MILSTRIP requisitioning is based upon the use 
of a coded, single-line item document for each 
supply transaction. One of the following will be 
used. 



DD 1348, DOD Single-Line Item Requisition 
System Document (Manual), is used by non- 
automated ships without keypunch facilities as a 
requisition, requisition followup, modification, 
and cancellation and tracer requests on overdue 
shipments'^sent by insured, registered, or cer- 
tified mail .-This form is available in two-, four-, 
and six-part sets. See figure 12-2. 

The two-part set is not used for requisition- 
ing by afloat units but is used by nonautomated 
ships for requisition followup, modification, 
and cancellation and tracer requests. The four- 
part set is used for requisitioning from shore 
activities. The six-part set is used for requisition- 
ing from other nonautomated ships and from 
automated ships when required. 

NAVSUP 1250-1, Single-Line Item Con- 
sumption/Requisition Document (Maiiual), is a 
multipurpose form used as a consumption docu- 
ment by submarine forces, as a MILSTRIP 
requisitioning document by nonautomated ships 
of the submarine forces, and as an invoice docu- 
ment. 

DD 1348m, DOD Single-Line Item Requisi- 
tion System Document (Mechanical), is a 
standard manilla piinchcard that is used for re- 
quisition, requisition followup, modification, 
and cancellation and tracer requests. It is also 
used by automated shore activities for various 
supply actions. 

DD 1348-6, Non-NSN Requisition (Manual), 
is a six-part form used for requisitioning non- 
NSN items when the Federal Supply Code for 
manufacturers exceeds 15 digits. 

DD 1149, Requisitioning and Invoice/ 
Shipping Document, is used for certain items 
that are excluded from MILSTRIP. These items 
are listed in NAVSUP P-485. DD 1149 may be 
used as a requisitioning or receipt document. As 
a requisitioning document, use this form to pro- 
cure GSA contract items, such as medical books 
and journals and standard nonstocked and non- 
standard BUMED-controlIed items requiring 
local purchase action. Also,, use this form for 
items that cannot be adequately described, 
transferred, expended, or receipted on a DD 
1348. 
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BUMED-Controlled Items ^ 

BUMED-controlled items are essential to 
preserve life, are easily pilfered, and have a 
high acquisition or replacement _^ost. Requisi- 
tion standard stocked BUMED-controlled items 
on a DD 1348, and forward the requisitions 
for technical review through the chain of 
command to the Naval Medical Matenel Sup- 
port Command (NAVMEDMATSUPPCOM). 
NAVMEDMATSUPPCOM also reviews and. 
approves standard nonstocked and nonstandard 
item requisitions. 

Professional Books and 
Publications 

The listing of professional books and publi- 
cations that are required to be maintained at an 
activity are in BUMEDINST 6820.1. GSA 
periodically makes open-end contracts that 
-cover the procurement of books. All books are 
procured under the provisions of these con- 
tracts. 

Small Purchases on the 
Open Market 

The term small purchase refers to purchases 
not in excess of $10,000. This term includes only 
' the procurement of supplies and services other 
than personal services that are authorized to be 
made from commercial suppliers by purchase 
orders. 

Imprest Fund 

The imprest fund is a small amount of 
money at an activity that is used for making pur- 
chases on the open market. All purchases are 
paid for in cash, and no one purchase may ex- 
ceed $150 except in emergencies when $300 is the 
limit. 

The authorization to set up an imprest fund 
must be in writing, and the amount of the fund 
must conform to the command's actual needs 
(usually $1000). In any event, the maximum may 
not exceed $5000. The fund is reviewed quarterly 
to determine current needs. 



UNIFORM MATERIEL MOVEMENT 
AND ISSUE PRIORITY SYSTEM 
<UMMIPS) 

UMMIPS is a vital part of the MILSTRIP 
system. It was established to ensure that materiel 
issue requests are processed according to the 
military IMPORTANCE of the requiring activ- 
ity and the URGENCY of the need. 

MILSTRIP provides forms and procedures 
for requisitioning materiel, and UMMIPS pro- 
vides the method of assigning priorities for issu- 
ing and moving the materiel. In moving and 
issuing materiel, it is necessary to provide a com- 
mon basis to identify the relative importance of 
completing demands for logistics systems 
resources. These resources include transporta- 
-tion, warehousing, introduction of requisitions 
for processing, and materiel assets. The means 
for determining the relative importance and 
urgency of logistic requirements is provided by 
UMMIPS through a series of two-digit issue 
priority designators. 

Force/Activity Designator (F/AD) 

An F/AD is a Roman numeral (I-V) that 
identifies and categorizes a force or activity on 
the basis of its military importance. The assign- 
ment of F/ADs is shown in NAVSUP P-485. 

Urgency of Need Designator (UND) 

The UND is an uppercase letter of the 
alphabet (A, B, or C) selected to indicate the 
relative urgency of a force or activity's need for 
a required item of materiel. Assignment of 
UNDs is the responsibility ^of the force or 
activity requiring the materiel. UNDs and their 
associated definitions are as follows: 



UND 



Definition 

(1) Requirement is immediate. 

(2) Without the materiel needed, the 
activity is unable to perform one 
or more of its primary missions. 

(3) The condition noted in definition 
(2) has been reported by estab- 
lished not operationally ready 
supply/casualty report (NORS/ 
CASRPT) procedures. 
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UND' ^ Definition 

B (1) Requirement is immediate or it is 
/ known that^ such requirement will 
occur in the immediate future. 
p,) The activity's ability to perform, 
one or more of its primary mis- 
sions will' be impaired until the 
. materiel is received. . 
(3) This comprises immediate stock 
replenishment requirements of 
customer mission-essential ma- 
. teriel at overseas forward area 
supply activities including mobile 
logistics support force (MLSF) 
ships. It occus when the on-hand 
quantity is below the safety level 
and is expected to reach a zero 
balance before receiving the stock 
due in. 

C (1) Requirement is routine. 

Issue Priority Designator (IPD) 

The IPD is a two-digit number (01.highest to 
15«lowest) determined by using the table of 
priority designators shown in figure 12-3. The 
table is easy^to use. For example, if your ship is 
assigi.ed an F/AD of III and your requirement is 
of a routine nature, assign priority 13. 

In addition to providing standardized criteria 
for assigning priorities, UMMIPS provides 
^acceptable maximum^ processing times for use by 
supply activities in furnishing materiel. Process- 
ing time standards and additional codes used in 
MILSTRIP and UMMIPS are included in NAV- 
SUP P-485. 

f 

DD 1348 



Prepare DD 1348 by typewriter or ballpoint 
pen. Do not use pencil because pericil marks can 
cause errors when "the requisition is processed 
through mark -sensing equipment at shore activi- 
ties. In preparing requisitions, do not space the 
entries within the ''tic" marks printed on the 
forms, but make sure the entries are made within 
the proper data blocks. To eliminate any possi- 
ble confusion between numeric zero and an 
alphabetic "O," use the communication zero (G) 
on MILSTRIP requisitions when zeros are appli- 
cable. 

In the descriptions below,, Show tlie data . 
block letter or number first, then the field 
legend,- or title, -as printed on the form, and 
finally, a description or explanation of the data 
shown in that block. 

DATA BLOCK A, SEND TO.— Identifica- 
tion of the supply source is a mandatory entry. 
If the requisition will be submitted to a shore 
activity, enter the service designator code (SDC), 
unit identification code (UIC), name, and loca- 
tion of the activity to which the requisition will 
be submitted. See the sample entry in the next 
illustration. 



N00228 NSC, OAKLAND 



If the requisition will be submitted to another 
ship, enter the SDC, UIC, name, and hull num- 
ber of the ship as shown in the next illustration. 



Preparation 

Most of the information shown on DD 1348 
is represented by codes. These codes apply to all 
levels of supply and are too extensive for all to 
be included in this chapter. However, some of 
the more common ar included in the data block 
entry descriptions below. The codes are pub- 
lished in appendixes of NAVSUP P-485. 



Ri2J33'68 USS NIMITZ (CVA-68) 



DATA BLOCK B, REQUISITION IS 
FROM. — Identification of the requisitioner is a 



ERLC 
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UMMIPS gJNIFORM MATERIEL MOVEMEN T AND ISSUE 

n^rr.h\n\no the assiBned F/AD (Force/Activity Designator) and the appropriate 
SnD SenS oTS Destgnafor) will enable the -Quisitioner to determine the 
innrnnri^tfe Prioritv DcsiRnator. It should bc noted that an assigned F/AD normally 
ErreTSSerT^^^^^^ from three Priority Designators consistent with 
thTuND FTexampk a requisitioner assigned FAD III will normally select Pnonty 
Designator 03. 06 or'l based on the rcquisitioner's determination as to whether the 
UND is A B or C. The following table illustrates the above relationship: 

UMMIPS: HOW TO DETERMINE THE RIGHT PRIORITY 





URGENCY OF NEED DESIGNATORS* 




Unable to 
Perform 
Mission 


Impaired 
Operational 
Capability 


Routine 


Force/Activity 
uesignaiuia 


A 


B 


C 


I In Combat 


1 


4 


11 


n Positioned For Combat 


2 


5 


12 


III Positioned To 
Deploy/Combat 


3 


6 


13 


IV Other Active & Selected 
Resen/e Forces 


7 


9 


14 


V Ail Other 


S 


10 


15 



Numeric Priorities 



*For additional detailed guidance concerning Force/Activity Designators and 
Urgency of Need Designators, see OPNAVINST 4614. IE. 

Figure 12-3.— Lbtlnj of priority designators. 
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mandatory entry. Enter the SDC, UIC, name, 
4ind hull number o£the requesting ship as shown 
below. 



tel92 USS JOHN PAUL. JONES (DDG 



The document identifier AGfS or A0E is used as 
indicated here. 







OOCOCKT. 




44 






r 


A 0E 

If 




DATA BLOCK C— At the discretion of the 
supply officer, enter the name of the requested 
item in data block C or'Ieave it blank. 

DATA BLOCKS D, E, AND F, EDITING 
DATA.— These blocks are left blank. 

CARD COLUMNS (CCs) 1-3, DOCU- 
MENT IDENTIFIER.— The document identi- 
fier identifies the purpose of the document, such 
as requisition, followup, and cancellation. The 
appropriate three-position document identifier 
code is entered as follows: 



Requisition 
for Overseas 
shipment 



Requisition 
for donie3tic 
shipment 



A01 With NSN/NATO number A0A 



A05 With exception data 



A0E 



Whe-* a requisition contains ANY information 
in the REMARKS block, such as authority for 
the requisition, special accounting data, special 
delivery instructions, or additional identification 
information, the requisition is said to contain 
exception data. See the REMARKS section of 
the illustration below. 




CCs 4-6, ROUTING IDENTIFIER.— Rout- 
ing identifiers are three-character codes that 
identify a specific activity. They are assigned to 
all DOD and GSA supply support activities and 
other activities ashore with supply departments. 
The routing identifier must agree with the activ- 
ity shown in data block A, This block is left 
blank on .requisitions submitted to non- 
automated ships for which no routing identifier 
is assigned. Many of the naval supply activities 
show more than one routing identifier For*ex- 
ample, NSC, Norfolk VA, has the follovving 
routing identifiers: 



NNC-DCSC 

NNE-DESC 

NNG-DGSC 

NNI-DISC 

NNM-DPSC 

NNO-DSA 

NNS-DPSC 

NNT-DPSC 

NNZ 



Construction supplies 
Electronic supplies 
General supplies 
Industrial supplies 
Medical supplies 
Stocks attrited to GSA 
Subsistence supplies 
Clothing and textiles 
Navy materiel 



On all requisitions to a supply activity, use the 
routing identifier for Navy materiel, for exam- 
ple, NNZ for NSC, Norfolk as shown here. The 
others are for interservice transactions. 







4 > 3 1 « 


7 


NNZ 
1 1 
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CC 7, M&S CODE.— The media and status 
(M&S) code is a single-character code that indi- 
cates the type of status required, ::vho is to 
receive the status, and how the status is to be 
furnished, for example, communications media. 
Appropriate codes may be selected to provide: 

• No status 

• Exception status 

• Exception status plus shipping status 

• \00% supply status 

• 100% supply status plus shipping status 

Ships not. equipped with transceivers must not 
assign codes 2, 4, B, D, K, M, S, and U because 
these codes request status by transceiver. For 
example, when the requisitioner desires excep- 
tion status by message, the M&S code in the data 
block will be 6 as illustrated. 



INC 


M4 




Ml 


S 






7 




1 


6 


1 




FEDERAL SUPPLY 
CLASSIFICATION 



SPECIAL MATERIAL 
IDENTIFICATION CODE 



Figure 12-4. 



-D«U block with stock number- 
metion. 



-1 inJor- 



CCs 8-22, STOCK NUMBER-l.-When 
requisitioning materiel with an NSN, enter the 
four-character FSC in CCs 8-11; enter the two- 
character NCB code and the remaining seven 
characters of the NUN in CCs 12-20. When 
anpUcable to a designated item, enter the two- 
character special material identification code 
(SMIC) in CCs 21-22. See figure 12-4. 

When requisitioning items that can be identi- 
fied only by a part number or by a local item 
control numher, use the DD 1348-6 that is 
discussed later in this chapter. 



CCs 23-24, UNIT ^ ISSUE.-Enter the 
two-letter unit of issue abbreviation for the item 
being requisitioned. For example, if the unit of 



issue for the item requisitioned is box, enter 
BX in CCs 23-24 as shown here. 




CCs 25-29, QUANTITY.— Enter the quan- 
tity of the item required. If the quantity exceeds 
99,999, submit additional requisitions for the 
remainder of the order. When the item requisi- 
tioned is reaujred in a minimum length, size, or 
other requirement that cannot be covered by an 
advice code, enter the specific requirement (for 
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example, minimum length acceptable 10 ft) in 
the REMARKS block and identify the requisi- 
tion as containing exception data by entering 
AGS or A9E in CCs 1-3. Also, when the total re- 
quirement of an item involves two or more 
urgencies of need (for example, immediate use 
and routine stock replenishment), prepaie 
separate requisitions for the partial quantities of 
the total requirement* When the requested quan- 
tity does not require five significant digits, enter 
zeros in the blank spaces preceding the signifi- 
cant digits as shown below. 




Requisitions that will result in multiple 
receipts of materiel or services, such a5 continu - 
ing and annual requirements for gasoline^ 
telephone service, or laundry, must indicate 
in CCs 25-29. 

CCs 30-43, DOCUMENT NUMBER.— The 
document number includes the SDC, the requisi- 
tioner's UIC, the Julian date of the requisition, 
and the serial number of the requisition as ex- 
plained below: 

CC 30, SDC.-rThis one-letter code identifies 
the service or component of the service. Navy 
codes are as follows: 

' R— Fleet operating units of CINCPAC-^ 
FLT 

V— Fleet operating units of CINCLANT- 
FLT 



CCs 36-39, DATE.— Enter the four digits 
representing the Julian date on which the re- 
quisition is actually transmitted to the supply 
source. The first position represents the last digit 
of the calendar year* The last three positions in- 
dicate the numeric consecutive day of the calen- 
dar year* For example, 7299 represents 26 Oct 
77. The numeric consecutive day of the calendar 
year is on all Government calendar pads. 

CCs 40-43, SERIAL —Enter a four-position 
serial number. The first position of the serial 
number may be a numeric 0 through 9 or an 
alphabetic A through G, or W; however, use 
only G or W on NORS requisitions. The remain- 
ing three positions of the serial number is 
numeric 001 through 999. 

Blocks of serial numbers may be assigned to 
various shipboard departments or to specific 
commodities of materiel. However, ^ serial 
numbers in the 9700-9999 series are used only in 
requisitions for ship's store items, including 
retail clothing. 

NOTE: Since the document number.^ mitially 
assigned by requisitioners are perpetuated on all 
subsequent supply and financial documents, 
under no circumstances may you assign a 
duplicate serial number on fhe same day. 

CC 44, DEMAND.— The demand code is a 
mandatory entry of a single alphabetic character 
and is assigned as follows: 

• R RECURRING DEMAND— all requi- 
sitions except those for which demand code **N'* 
or **0'* is applicable. 

• N NONRECURRING DEMAND— all 
requisitions for: 

• Initial, allowances. 



N— All activities' other than fleet oper- 
ating units of CINCPACFLT/ 
CINCLANTFLT 

CCs 31-35, REQUISITIONER.— This is the 
UIC of the ship or activity. If the number is less 
than five digits, it is preceded by zeros. 



• Increase in range or depth based 
on demand or changes in allowance list or load 
list quantines. 

• Materiel for space or equipment 
alterations, for example, modernization, retro- 
fit, ordnance alterations (ORDALTs), special 
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projection alterations (SPALTs), and other 
materiel requests clearly identified as one-time 
requirements. 

♦ O NO DEMAND— Requisitions for sub- 
stitute items tliat can be, supplied more readily 
than preferred items that have been requisi- 
tioned .previously and are still desired when 
available. 

In selecting demand codes, remember that 
inventory managers rely upon demand codes 
(specifically demand code "R") to deteraiine 
which items thsy will invest procurement funds 
to ensure their continual availability. Requisi- 
tioners must not use the recurring demand code 
"R" indiscriminately. Use the demand code 
"N" when the requirement clearly meets any of 
the criteria listed for nonrecurring demands 

Two separate requisitions (one coded R 
and one coded "N") may be necessary to satisfy 
a single requirement. For example, if the 
on-hand stoclc of an item is -3, the current re- 
quisitioning objective is 6, and an increased 
requisitioning objective of 12 is authorized as a 
result of increased demand history, you must 
code one requisition for the original deficiency 
of 3 as "R". Code the other requisition for the 
increase of 6 in the new requisitioning objective 
as "N." 

CCs 45-50, SUPPLEMENTARY AD- 
DRESS —When using the supplementary ad- 
dress field as a "Ship to" or "Bill to" address, 
enter the appropriate service code and UlC in 
CCs 45-50. When materiel is to be shipped and 
billed to the requisitioner, use CCs 45-50 for 
local information, such a stowage location, a 
work center code, and a controlled equipage 
custody record number. When local information 
is entered in CCs 46-50, malce sure CC 45 always 
contains a "Y." 

In requisitions for not carried (NC) materiel 
other than controlled equipage and selected item 
management (SIM) direct turnover (DTO) 
items, enter "N" in CC 46 and the requester s 
work center code in CCs 47-50. In requisitions 
for not in stock (NIS) matenel and SIM-DTO 
items, enter "S" in CC 46 to signify that a stock 
record is maintained and the requester s work 
center code in CCs 47-50. 



In requisitions for controlled equipage items, 
enter "E" in CC 46 and the appropriate equi- 
page custody card number in CCs 47-50. Enter 
one of the following appropriate alpha codes in 
CC 47 to identify the requesting department: 



Air 

Communications 
Deck 

Engineering 

Embarked Staff 

Executive 

Medical/Dental 

Navigation 

Operations 

Reactor 

Supply 

Weapons 



V 

C 

D 

E 

F 

X 

M 

N 

O 

R 

S 

w 



In requisitions for equipage items other than 
controUed equipage, enter "E" in CC 46 and the 
requester's work center code in CCs 47-50. 

CC 51 SIGNAL. -This is a .'.ingle alpha- 
betic code'that designates the activity to receive 
the materiel (ship to) and tiie activity to be 
charged for the issue (bill to). 

• When materiel is to be shipped to the re- 
quisitioner (CCs 31-:(5): 

A— Bill the requisitioner. 

B— Bill th« supplementary addressee 
(CCs 46-50). 

D— Use no billing required (free issue) 
for fleet units when requisitioning materiel iden- 
tified by cognizance symbols 01 and OP (publica- 
tions) or 0A and 8A (nuclear ordnance items). 

• When materiel is to be shipped to the sup- 
plementary address (CCs 46-50): 

J— Bill the requisitioner. 

K— Bill the supplementary addressee. 

M— Use no billing required (free issue) 
for fleet units tu indicate items with signal code 
"D." 
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NOTE 1: Requisitioner may use **Y'' and 
local code only with signal codes **A*' or **D." 

NOTE 2: Do not use **D'' or '^M'' when 
requisitioning Appropriation Purchases Ac- 
count materiel since such materiel is charged for 
statistical purposes even though operating funds 
are not affected. If there are accounting instruc- 
tions that cannot be covered by the signal and 
fund codes, write them in th^EMARKS field 
(data blocks L through V). Iifthis instance, use 
document identifier A05 or A0E. 

CCs 52-53, FUND CODE.— Enter the appli- 
cable two-character fund code (see NAVSO 
0 P-3013, app II) on all requisitions except for free 

issues that are identified by a signal code **D" or 
'*M" entered in CC 51. Leave the fund code 
field blank on a free issue requisition. 

CCs 54-56, DISTRIBUTION.— The distri- 
bution field of a requisition is a dual-purpose 
field with two different uses for the Navy Supply 
System. The first position indicates a monitoring 
activity; the other two indicate the cognizance 
symbol. 

Monitoring Activity— When an entry is 
made in CC 54 of the distribution field, it will 
represent a specific monitoring activity (see 
NAVSUP P-485, app 3) that is to receive 100% 
supply and shipment status. Such status is in 
addition to that provided the requisitioner or 
supplementary addressee by the M&S code 
assigned in CC 7. For example, if the USS John 
Paul Jones (DDG-32), while deployed in the 
Pacific, initiates an issue group one requisition, 
enter '*D" in CC 54 to designate Special Pro- 
grams Section, NSC Oakland, as the monitoring 
activity that is shown below. 




ERIC 



Cognizance Symbol— The cognizance sym- 
bol entry is the two-characier numeric and alpha 
code^prefixed to NSNs as listed in the NMDL, 
allowance list, or other source if assigned. The 
first character of the symbol indicates the stores 
account and is entered in CC 55 of the distribu- 
tion field. Odd numbers specify Navy Stock 
Account (NSA) materiel, and even numbers 
specify either Appropriation Purchases Account 
(APA) materiel or nonstores account materiel. 
The second character of the symbol indicates the 
cognizant inventory manager and is entered in 
CC 56. For example, if the cognizance symbol is 
**9N," it appears in the distribution field as 
illustrated here. 




When the cognizance symbol is not known 
and the fund code cited does not signify a charge 
to an allotment under the NSF, leave CCs 55-56 
blank. If the fund code cited signifies a charge to 
an allotment under the NSF, enter a cognizance 
symbol compatible with the fund code. For ex- 
ample, a US? John Paul Jones (DDG-32) re- ^ 
quisition. citing fund code **NR," for a 
machinery repair part that cannot be identified / 
to a NSN, does not require you to enter X 
cognizance symbol in the distribution field. 
However, a USS Puget Sound (AD-38) requisi- 
tion citing fund code **CZ" for the same item 
would have the cognizance symbol entry "IH" 
in CCs 55-56. Entrie^would appear as shown in 
figure 12-5. 

CCs 57-59, PROJECT.— The project code is 
a mandatory three-character entry (fig. 12-6) 
used to identify the purpose of the requirement. 
These codes are recognized throughout the 
distribution system and assist the supplier in 
determining the appropriate method of handling 
and marking of shipments. The third position of 
the project code may be used to provide the sixth 
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USS JOHN PAUL JONES 











NR 
1^ 


i 

. 1 \ 



NO ENTRY REQUIRED 
WHEN COGNIZANCE 
SYMBOL IS UNKNOWN 



SIGNIFIES CHARGE 
TO END USE FUNDS 
(SHIP'S O.PTAR) 



USSPUGETJOUND 





L— 

ruHO 


' ' 








54I55IM 






CZ 


1 H 




a 


1 


1 1 .. 






APPROPRIATE 
COGNIZANCE SYMBOL 
ENTRY REQUIRED 



SIGNIFIES CHARGE 
TO NAVY 
STOCK FUND 



Figure 12-5.— DaU blocks illustniUng cognUance symbols 
for fund codes NR and CZ. 



digit of a storage location if needed. See appen- 
dix 6 of NAVSUP P-485 for a complete listing 
of codes. 

CCs 60-61, PRIORITY.— This is a numeric 
code assigned by the requisitioner that indicates 
the mission of the requisitioner and the urgency 
of need for the materiel. The IPD is assigned 
according to the procedures explained earlier in 
this chapter. 

CCs 62-64, REQUIRED DELIVERY 
DATE,— The. standard delivery date for the 
assigned IPD is normally the required delivery 
date. Therefore, enter no required delivery date 
in CCs 62-64 except under conditions explained 
in NAVSUP P-485. 



COMBATANT SHIPS 




REQUIRED FOR 
UNSCHEDULED REPAIR OF 
"IN- USE" EQUIPMENT 



NOT IN STOCK 
OR NOT CARRIED 



Figure 12-6.— Data block with project code entry. _^ 

DATA BLOCKS G, H. I, J, AND K, 
STATUS DATA.— Leave these blocks blank. 

CCs 65-66, ADVICE.— The advice code is 
used to provide the required information to the 
supplier. Figure 12-7 explains how to use advice 
code 5A. 




REPLACEMENT CERTIFICATION, 
REQUESTED ITEM IS REQUIRED TO REPLACE 
A MANDATORY TURN-IN REPAIRABLE THAT 
HAS BEEN SURVEYED AB MISSING OR • 
OBVIOUSLY DAMAGED BEYOND REPAIR. 



Figure n-T.-OaUi block with expUnatlon of advice 
code 5A. 
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* All requisitions for mandatory turn-in 
repairables (MTRs) must contain the proper ad- 
vicrcbde (5A, 5D, 5G, 5S, or 5X) in CCs 65-66. 
These advice codes have sp'ecial significance Jor 




MTRs and take precedence over any other ad- 
vice code. Any other advice code must be 
entered in the REMARKS block of the requisi- 
tion and a document identifier of A05 or A0E'is 
entered in CCs 1-3. 



items with the most distant expiration dates. If 
materiel is still received with an unacceptable 
remaining shelf life, submit an SF 364, Item 
Discrepancy, under NAVSUPINST 4440.127. 

DATA BLOCK L-V, REMARKS.— These 
blocks are used to convey the necessary excep- 
tion data pertineivt to the processing of the 
requisition by the supply activity. When excep- 
tion data is entered in the REMARKS block, 
eijter document identifier code A05 or ABE in 
CCs 1-3. Use exception data only when required 
because document identifier A^5 or A0E 
prevents automatic processing of the requisition 
by computerized supply activities. Exception 
4ata is usually limited to the following: 

• Special funding instructions 

• An additional advice code, if required, 
when advice code 5A, 5D, 5G, 5S, or 5X is 
entered in CCs 65-66 




• Authorization for the item when require- 
ment is imposed by higher authority, such as 
TYCOM and systems command 

• Essential **Mark for" address 

• **Ship to" or **Bill to" address when it 
cannot be designated by a coded entry in CCs 
30-43 (requisitioner) or CCs 45-50 (supplemen- 
tary address) 




For afloat medical departments, use advice, 
code 2-0 when ordering 6505 items. Although 
MILSTRIP permits only one advice code, use 
.the exception type requisition (document iden- 
tifier code A05 or A0E in CCs 1-3) to make an 
advice entry in the REMARKS space. The 2-G 
code is used to obtain small quantities of AMAL 



Distribution 

DD 1348 (4-part form). is normally used to 
requisition materiel from ashore supply ac- 
tivities. The 6-part form is normally used when 
requesting materiel from other ships. DD 1348 is 
usually prMared and distributed by nonauto- 
mated ships^s shown In table 12-1. 

NON-NSN REQUISITION 
DOCUMENT, DD 1348-6 

DD 1348-6 is used to requisition materiel that 
cannot be identified by an N5N, a NATO stock 
number, or an NICN (other than a permanent 
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ORIGINAL 


To issuing ship or ashore supply activity. 


GREEN COPY 


To OPTAR recordkeeper for filing OPTAR document file No. 1 if 
requisition is for OPTAR chargeable materiel; otherwise, destroy 
after posting to the Requisition/OPTAR log. 


PINK COPY 


To stock records storekeeper if a procurement action tickler file is 
maintained; otherwise discard. 


o YELLOW COPY , 
(6-part form only) 


To issuing ship. 


WHITE COPY 
(6-part form only) 


To issuing ship. Returned with materiel. Receipt and return to issuing 
ship when requested; otherwise discard. 


HARDBACK COPY 


To materiel outstanding file (MOF). 



••LL'' coded NICN). the form is illustrated in 
figure 12-8. The upper portion includes nine 
data blocks for additional identification data. 
Table 12-2 provides CC and -data, block entries 
with explanations. Table 12-3 shows its distri- 
bution. 



DD 1149 

The Requisition and Invoice/Shipping Docu- 
ment, DD 1149, is used as the procurement 
document for the items excluded from MIL- 
, STRIP. It is shown in figure 12-9. 

The requisition number and priority are 
assigned in the same way as for the MILSTRIP 
requisition. However, when more than onie item 
is being ordered, show only the UIC and Julian 
date in data block 6. A separate serial number is 
assigned to each iteip on the requisition (fig. 
12-9). A requisition for bulk fuel or bulk lube oil 



may include only one item on each DD 1149. 
Figure 13-10 illustrates a requisition for 
petroleum products. 

On DD 1149s for materiel other than bulk 
petroleum products, enter * WND CODE" and 
the appropriate fund code in data block 4. 

LETTER REQUESTS AND 
MESSAGE REQUISITIONS 

Certain materiel and situations may require 
procurement by letter or message instead of by 
requisition. There is little difference in the three 
types of procurement except in form. The re- 
quest must still convey to the supplying and 
approving activities the accounting and descrip- 
tive data necessary to process the transaction. 

Letter Requests 

Vou, as a medical supply person, must try to 
keep letter requests to a minimum. Use these 
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tPENTIFICATION DATA 



"A' 1. MANUFACTURER'S CODE a PART NO. (When thty txctrd 
Card Columns 8 thru 22) 

05073-N3-12291-P10A 



2. MANUFACTURER'S NAME 

BABOOCK & WIICQX C0,> NEW IXm, 1. 



3. MANUFACTURER'S CATALOG IDENTIFICATION AND DATE 



4 TECHNICAL ORDER NUMBER 



5. TECHNICAL MANUAL NUMBER 

NAVI TECH MANUAL 351-^8 



6. NAME OF ITEM REQUESTED 

ElflffiNT, SOOT BLOWER, UNIT A 



7. DESCRIPTION OF ITEM REQUESTED 



7 a COLOR 



8. END ITEM APPLICATION AND SOURCE OF SUPPLY 

BOIIER^ STM^ HN 63A PSI 461? CU FT 1393 TB BABCOCK & WILCOX C0> NEW YORK, N. Y, 



8 6 MODEL NUMBER 



6d SERIAL NUMBER 



9. REMARKS 

• (ADDITK^IAL EQUIP DATA) 
APL # 02^Z0m7 
MFR DWG # MX 253^1 
EQUIP PATTERN # 12 
EQUIP SPEC MIL^18381 SHIPS 
UPL-22-^1 



(ADDITIONAL ITEM DKTk) 
NICN U10-LL-CA(H^1 



DD,m°ar''74 1348.6 



EOmON OF I JAN 71 MAY BE 
USED UNTIL EXHAUSTED 



NON-NSN REQUISmON (manuad 



NOTE DD FORM 1348^ IS A 6-PART SNAP OUT FORM WITH MULTICOLORED INTERLEAVED COPIES. 
IT IS PERFORATED AT FOLD LINE TO PERMIT FOLDING TO SIZE OF A REQUISITION. 

43.24.6 

Figure 12-«.— Non-NSN Requisition, DD Form 1348-6. 



requests when it is necessary to discuss the 
materiel requirement or when the cognizant 
command or bureau requires a letter format. 
Assign each item of materiel listed in a letter 
request a separate requisition number in 
the regular MILSTRIP series and format. 
Also, specify the authorized priority desig- 
nator and appropriate fund code or accounting 
data. 



Message Requisitions 

In certain situations, you will have to pro- 
cure urgent materiel requirements by message 
rather than by submitting standard requisition 
documents. Submit message requisitions in a 
specified format, and make sure they convey the 
same data required on DD 1348, DD 1348-6, or 
NAVSUP 1250-1. 
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1 2 3 4 5 9 7$ 0 10 II 12 <3 U It 16 17 11 19 20 21 22 2> 24 2> 26 27 29 29 30 31 32 33 34 36 37 it 39 40 41 42 43 44 48 40 47 ♦« 4t ftC 



REQUISITION AND INVOICE/SHIPPING DOCUMENT 



SMcn 

o 

1 



MO Of 

1 



S tfOUtSlTtOM OAiC 

15 OCT 19_ 



i llCOvtSJT<Oli K 

R52192-4288 



R52192 USS JOHN PAUL JONES (DDG 32) 



7 OATC MATCmAl •fOUlRfO 

30 OCT 19_ 



» **io»irf 

13 



NJ3r0244 NSC SAN DIEGO, CA 



I,L, GArafeR,LT,SC,U3N 



) imr TO • MAM t09 

SUPPLY OFFICER 
USS JOHN PAUL JONES CDDG 32) 
PIER 2, NAV5TA, SAN DIEGO, CA, 



U MODI Of SWrifClit 



14 tm Of ucmmc MuMtc* 



IS U» H0V1HCMT OtSICMATOft 0* l«rr HfC»fMCC NO 



4 A^aOr«AT>0<* AMD HlffKtAD 

FUND CODE NU 



■ UA COnT no 



^IDtMAL STOCK NUMB C A DI9CmmON AND CODtNO OF MATlRtAL ANO/OA SS AVICI S 



ft>) 



SERVICES AND MATERIAL FOR REPAIR OF: 

3grj?l MERCHANT CALCULATORS, 

Ser. Nos- 441067, 441255 

3ffff2 FRIDEN ADDING MACHINE/ 
Ser. No, 56432 

3ff03 IBM ELECTRIC TYPEWRITERS, 

Ser. Nos. 14-667421, 15-667441 

3gr04 REMINGTON ELECTRIC TYPEWRITER, 
Ser. No. 336601 



JOB 



JOB 



JOB 



JOB 



TOTAL 



AC noil 



<0 



CO* 
TJUMI* 

(ft 



TAHIC« 

nos 



lOTAl COST 

(0 



17 SMCIAL 
hANDCINC 

TBTIT" 



r%r-k FOA« 4 4 ^ SI 62 S3 M S5 SO 57 M 59 60 81 fl2 63 M 65 tt 67 61 69 70 71 72 73 74 75 76 n 78 79 

AtPLAC'S COlttON O^ I WAV 54 WhiCH MAY SI UftiO 



CONTAwm 
tICCiVCO 

(iccrr A» 

liOTCO 



OUAMTincS 

•tccivco 
iKcrr AS 

N?no 



to irtCCi«(»% vOXmC* »0 



K> It 12 t9 94 15 »8 97 »S 19 90 91 92 93 94 95 9C 97 tl 99 100 

ORIGINAL 



&/N Oi02-L/*OI I I40I 



Figure 12-9.— Requisition and Invoice/Shipping Document, DD Form 1149 (Multiple Requests). 



43.3 



HOSPITAL CORPSMAN 1 & C 



Table 12-2.— DaU EkmenU of DD 1348-6 



Card Column Field Legend 

1-3 Document Identifier 



4«6 
7 

8-22 



23-24 

25-29 
30-35 

36-39 
40-43 
44 

45-50 



51 

52-53 
54 

55-56 
57-59 
60-61 



Routing Identifier 



M&S 

Manufacturer's Code 
and Part Number 



Unit of Issue 

Quantity 
Requisitioner 

Date 

Serial 

Demand 

Supplementary Address 



Signal 
Fund Code 
Distribution Code 

Project Code 
Priority 



Explanation 

Enter document identifier A05 or AflfE as appro- 
priate. 

Enter routing identifier of stock point to whom 
requisition is sent. 

Enter applicable code. 

Enter Federal Supply Code for Manufacturers 
(FSCM) and part number. If FSCM and part number 
exceed 15 positions, enter FSCM and entire part 
number in data block 1 of ^^Identification Data'' (ID) 
section. If only FSCM or part number is known, leave 
CCs 8-22 blank, and enter FSCM or part number in 
data block 1 of ID section. 

Enter two-position alphabetical unit of issue for item 
requisitioned. 

Enter^requested quantity. 

Enter SDC and UIC of chargeable activity for which 
materiel is being requisitioned. 

Enter Julian date on which request is submitted. 

Enter serial number on request. 

Enter demand code. 

(1) Enter SDC and UIC of **Ship to/Bill to" activity 
or; 

(2) Enter "Y" and local control code when desired 
or; 

(3) Leave^blank. 
Enter signal code. 
Enter fund code. 

Enter monitoring activity code, if applicable, other- 
wise leave blank. 

Leave blank. 

Enter project code, if applicable. 
Enter authorized priority designator. 
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Table i^2.-D«U Elemente of DD 134«-6— ConUnued 



Card Column Field Legend 

62-64 Required Delivery Date 

65-66 Advice Code 

67-69 Blank 

74-80 Extended Price 



Explanation 

Enter date according to priority and need, if appro- 
priate. 

Enter code or leave blank. 
Leave blank. 

Enter total estimated price. 



Identification 
Data block 

1 



2 
3 



6 
7 



8a-d 
9 



Explanation 

Enter the FSCM and part No. of the item requested wheftbotK the FSCM and com- 
plete part No cannot be included in CCs 8-22. When only theTSCM is known, hne 
out "Part No " and enter the FSCM. When only the part No. is known, hne out 
"Manufacturer's Code To," and enter the part No. When an entry is included m 
data block 1, leave CCs 8-22 blank. 

In addition to manufacturer's name, enter the address, if available. 

Enter the title, edition, and page No. of the manufacturer's catalog in which the item 

is described. 

Enter the name of the issuing office, number, and date of any technical order, note, 
or bulletin that will assist in identifying the item. 

Enter the title, edition, and page No. of any Navy or manufacturer's technical 
manual that will assist in identifying the item. 
Enter the noun name of the' item requested. 

Enter a detailed description of the item, OTHER than the information required in 
blocks 6, 7a, and 7b. (If requesting electronic or ordnance items, include the circuit 
symbol number, if applicable.) 

Enter the noun name of the component or equipment (preferably the component) in 
which the requested item is used and the name of the manufacturer of the com- 
ponent or equipment. 
' Enter the make (or type) and the other required data. 
Enter any additional technical information that will assist in positive identification 
of the item. This includes the applicable APL and CID Nos., EIC No., drawing No., 
piece No., service application, contract No., military specification No. and^any 
component or equipment nameplate data not included in blocks 8 through 8d. When 
a component is indicated in block 8 instead of equipment enter a bnef description of 
the next higher assembly or the parent equipment m this block. If the requested item 
can also be identified by a permanent "LL" coded NICN, enter the NICN under a 
typed "ADDITIONAL ITEM DATA" caption. When a fund code is not assigned 
to enter in CCs 52-53, enter complete accounting data to procure the item. 
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REQUISITION AND INVOICE/SHIPPING DOCUMENT 


$««fT NO Of I iKoutynod 9xn 

NO UKtn 

1 1 15 OCT 19_ 


R52192-7288-29fl 


R52192 USS JOHN PAUL JONES (DDG 32) 


1 OATI MATIMAL aCOWMCO 

.18 OCT 19_ . 




t TO 

N(7j9244 NSC SAN DIEGO, CA 

(FUEL DEPARTMENT, POINT LOMA ANNEX) 




I.L. GAINER, LT,SC,U 


it« vovcMi* mimi* AND OATi 

;n 


1 tM^ 10 • NAM fO» 

ENGINEERING OFFICER 

USS JOHN PAUL JONES (DDG 32) 

PIER 2, NAVSTA, SAN DIEGO, CA 


It SM'I wrrio 




i> MOM Of SMTwdn 


14 tKK. or \AXm^ NVW*!* 


M AM HOVfHCVT OCWCMATO* O* fOWt tff IMtMCI NO 



• A«V«OrMAnON AHO W9NIA0 



COT ACCTC ACTtVITY TTPt 



rtOttMAL STOCK NUIMIR OCSCmTTIOH AND CO04NO MATf mAL AND/OH SCffVtCCS 

rfr> 



(c) 



ACnON 



rm 
coa< 

TAMI» 



■755" 

TAMIH 

•tot 



UtKT MKI 



tOTAi COST 
(0 



914ff-jyjl-286-8610 NAVY SPECIAL FUEL OIL 



SUPPLSKEMTARY ATORESS: N60957 
SIQ9AL CODE: A 
FUND CODE: 39 



BL 



CNICHO •! 



—rmr- 

CQWTAiW 



TOTAL 



-TSTST" 
ffirtfiT.. 



DD.:aV».1 149<»-pn 



SI S2 S9 M S6 Se S7 M S» «0 61 62 69 M eS M 67 6t 61 70 71 72 79 74 7S 7t 77 7t 70 
Ktn^Cf s torriON or i mmy m wMtCH uav sf usco 



CO«TAI«C*S 
XCirvfO 
itcirr AS 
Noieo 



ouAimmt 

NtCIIVfO 
IKirr A» 

Nono 



roiTio 

»0 tl t2 t) S4 •» M 17 M tf 10 ft 12 19 M M M 07 M H lOO 



a/N oioa>u"ot i >i»oi 



ORIGINAL 



Figort IMO.— RequbitioB *nd iBvoke/Shlppiaf Docnmcnt, DD Fom 1149 (Petrokana ProdocU). 
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Table 12-3.— Dlstribc«lon of DD 134«:6 



ORIGINAL 


To ashore supply activity. 


GREEN COPY 


To OPTAR recordkeeper for filing in OPTAR document file No. 1. 


PINK COPY 


To MOF. 


YELLOW COPY 


To ashore supply activity (with original). 


1st WHITE COPY 


Aiiacn 10 me pmK copy or ine i^/\voujr i^ju lu uc ^ciuiii^u w iv 
questing department with the departmental budget report (optional). 


2nd WHITE COPY 


Attach to the hardback copy of the NAVSUP 1250 to be filed in the 
historical demand file (HDF), or discard if HDF is not maintained. 



Fleet units use message requisitions for 
priority 01-08 requisitions unless they can be 
transmitted more expediently by other means. 
Fieet units also use messages for priority 09-15 
requisitions when transmission by airmail will 
not result in delivery of the requisitioned 
materiel byjhe required time. When a message 
requisition is prepared, submit a DD 1348, DD 
1348-6, or NAVSUP 1250^1 for each item re- 
quested in, the message. Since the message 
replaces tKc original form, discard the original 
of each DD 1348, DD 1348-6, or the original and 
white copy of the NAVSUP 1250-1, and dis- 
tribute the remaining copies by the established 
procedures. ^ 

When materiel is authorized to be requisi- 
tioned by message and no exception data is re- 
quired, prepare message requisitions for NSN 
and NICN items for transmittal through the 



Defense Automatic Addressing System (DAAS). 
DAAS is a real-time random access digital com- 
puter system that uses the Automatic Digital 
Network (AUTODIN) switching centers of the 
Defense Communications System to receive and 
automatically retransmit MILSTRIP messages 
to the proper addressees. An input message to 
DAAS may include multiple requisitions, 
foUowups, requisition modifiers, and cancella- 
tion requests, provided that each document in- 
cluded in the message is limited to 66 CCs of 
data as illustrated in figure 12-11. 

Prepare message requisitions for non-NSN 
and NICN items or items requiring exception 
data as shown in figure 12-12. Submit these re- 
quisitions in MILSTRIP formatycparate data 
elements by slants (/); and^entify data 
elements that are not applicable by **BLNK.** 

A message requisition for non-NSN and 
^ICN items may contain no more than seven 
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Mlimif NCS$A6E TKANSHinAl MlMCSHeET i\2 ^iTCH ) (2100) 

umt fMN isu (in. >-n) 



sccunirr aMStncATiM, 



OftAfTCO tr 






lUS, SEARS,SKC(S3),USN 


695 


2 JUL 19j-, 



7«i — 


MtfTU M 
MtCASCt TIMK 


pRcaxNcr 


uir 




CIC 


rOH ICSSAU CUmH/COMM^ICATtOMS CCNTCK 


ONLY 




ACT 




TC 




iAll 






I0MTM 


m 


1 




P 













nm: USS JOHN PAUL JONBS 

Tl: MU lAYTOi Oi 



CARD COLUMNS NOT REQUIRED MUST BE LEFT BLANK 

-V r- 




USC THIS SPACE FOIt 
'ALIN£MCNT 



\K\KK 



^-^-^y^^ IJljl^^ 



123.177 



Figure 12-11.— Naval message draft (DAAS) requisition. 



requisitions, and they must have the same 
routing identifier. For "detailed instructions on 
message requisitions, see NAVSUP P-485. 

PURCHASE 

Purchase actions are normally taken by a 
shore activity as a result of ships' requisitions. 
However, ships* supply officers and com- 
manding officers of ships without Supply Corps 
officers may get emergency supplies or services 
by purchasing them on the open market when all 
of the following conditions exist: 

• There is an immediate and urgent re- 
quirement for authorized supplies or services. 

• The supplies or services are not available 
at the local supply activity. 

• Time is of the essence and scheduled 
operations will not permit procurement through 
Navy shore-based purchasing activities. Other 



purchase restrictions may be imposed by the 
senior officer present afloat (SOP A), particu- 
larly in foreign ports. • 

When authorized by the TYCOM, the supply 
officer may make routine purchases of supplies 
and services when the value does not exceed $500 
and all of the following conditions exist: 

• The supplies or services are not available 
at the local supply support activity. 

• Supplj department complement is suffi- 
cient to handle the additional workload involved 
without detrimental effects. 

• The supply officer is reasonably familiar 
with the local market area where the ship is 
located. ' 

• All transactions are made by an approved 
small purchase method that provides for 
immediate delivery of the materiel. 
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PAOM: USS ^WH PAUL JONES 

TO: NSC SAN DIEGO 
INFO: COrWAVSURFPAC 



UNCLAS E F T 0 //N0M235// 
niLSTRIP NON-NSN RE(3N 

r^OOCUMEKT IDENTIFIER CODE 
-KOUTINC IDENTIFIER CODE 
-MEDIA AND STATUS CODE 
P>FSCM AND FART NUMBER 
\ ^UMIT OF ISSUE 
\ \ -.QUANTITY 

, I \ w 

1. AB5/NDZ/U/BLNK/EA/ZER0 ZERO ZERO 



JOINT 9m»^w9^omm 



onArtiR on fMitciPfMet 

UttCAMK TtWC 



PPiPP 



JL 



SSL 



f CCUmTY CLAIWICATION 

^Jf^^_As g F T 0 



POn MK»»AOt CKNTKW/ COMMUNlCATtONt CtNTCW ONLY ^ 
BATE - T<»>g">«ONTH| 



MCMMM HAI90UH0 INSTMUCTlOMt 

tllNirtIZE CONSII>ERCD 



-SERVICE DES1GHATDR AND UlC 
-JULIAN DATE 

-SERIAL NUMBER 



^DEMAND CODE 
^\ ^SUPPLEMENTARY ADDRESS 



ZERO ONE/R521*^2/b212/03m/N/YNE813/A/ 



NR/T8LNK/EKS/aS/BLNK/lS3 • m 



ESTIMATED EXTENDED PRICE 
REQUIRED DELIVERY DATE 
PRIORITY DESIGNATOR 
PROJECT CODE 
DISTRIBUTION CODE 
l—FUND CODE 

IDENTIFICATION DATA: FSCtt AND PART NO. 0S073-N3-122^1-P10M'^ ttFR. 8A8C0CK AND 
ySx CO. NAVY TECH ttANUAL 351-MMfi*. NAtE OF ITEI1: ELEflENT SOOT BLOWER UNIT A; 
END ITEtt application: BOILER STEAh, m k3M. PSI 13TJTB; APL •OBieaJCO?. nFRDWG 
NO. hX 2S3aEa-. EOUP PATTERN NO. 12: E(3UIP SPEC I1IL-R-Ifi3ai SHIPS'. LAPL-02an.. 
ADDL ITEh data: NICN Mmfl-LL-aO-ESWi. 



lt i.l. garner-, sc. usn 



TtnXO HAHt. TTTl-l. 0¥rtC€ lY»«*OL MiO ^MOMt 



ttONATUM 



SCCUmTY CLAetiriCATtON 

IWaAS E F T 0 



DD /.?r^3 173 



31.47(123) 



Figure lM2.-.N*vtl Mmafe Draft (Non-NSN) RcqablUon, 
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Restrictions 

Si 

Activities afloat, either in the United States 
or foreign ports, may not purchase the following 
nfiateriel without specific authority from the 
cognizant bureau or command: 

• Materiel in excess of allowance except 
approved emergency requirements 

• Boats 

• . Books for the ship's library 

• Forms, commercial printing, binding, 
blank bookwork 

Technical ordnance articles 

• Printing equipment and machinery 

• Automotive equipment 

• Transportation facilities, equipment, 
parts, and supplies required for domestic 
transportation 

Methods of Purchase 

Purchases afloat are made by one of the 
following methods: 

• Purchase order for purchases not in ex- 
cess of $2500 

• Imprest fund for cash purchases when the 
amount does not exceed $150 (^00 under 
emergency conditions) as discussed earlier in this 
chapter 

• Orders under indefinite delivery-type 
contracts and blanket purchase agreements 
(BPAs) that have been negotiated by ashore 
activities 

A single requirement may not be divided into 
more than one purchase to avoid the monetary 
limitations stated above. 

When a purchase is made under any of the 
above procedures and is chargeable to the ship's 



OPTAR, prepare a DD 1348 as an obliga- 
tion document. Attach the hardback copy of the 
DD 1348 to a copy of the purchase document, 
and place it in the MOF. Place the green copy of 
Dt> 1348 in the OPTAR document file 1 by ships 
that submit budget and OPTAR reports, or 
promptly forward it to the OPTAR holding 
activity by ships that do NOT submit budget and 
OPTAR reports. Discard the original and re- 
maining copies. 

Since the imprest fund has already ^£n 
discussed,- we will.only discuss the other methods 
of purchase here. ^ 

Purchase Order 

The' purchase order (Order and Inspection 
Report, NAVSUP 48) is shown in'figure 12-13 as 
it should be prepared to purchase materiel" not 
exceeding $2500. " - 

Assign the order number . '^ni-the regular 
series of requisition numbers. Indicate the type 
of order by placing an **X" in the purchase 
block. Make sure you show the date and place of 
delivery. If the inateriel is to be picked up by a 
ship's representative, state this on the order. 
Make the description clear and concise to allow 
the dealer to correctly identify the requirement. 
Lastly, have the supply officer who serves as a 
contracting officer of NAVSUP command sign 
the purchase order. 

NAVSUP 48 is distributed as follows: 

• Send the signed original to the vendor. 

• Send one copy to the MOF, attach it to 
the hardback copy of DD 1348, and pre- 
pare it as an obligation document. 

• Place one copy in . purchase payment 
file. 

• Destroy the remaining copies. 
BPAs 

A BPA is an arrangement established with a 
vendor to furnish designated categories of 
materiel for a specific period. BPAs may not be 
established by ships but may be requested from 
the shore supply activity. This simplified method 
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ORDER AHD WSPECTKJN REPORT (4270) 

HAVS^ fOM 4W rn ^ > f\\ 



NO 



PMC NO 
1 



USS JOHN PAUL JONES 

Supply Officer 
USS JOHN PAUL JONES {DDG-32) 
San Francisco; CA 94111 
Pier 319, Maritime \^harf tl 



R52192-6279-1069 



UAL WQ>CL% 10 



Supply Officer 
USS JOHN PAUL JONES (DDG-32) 
FPO San m nTi;?^?! 96601 



5 OCT 19^ 



f AYVtHT IMLL K UAOC »Y 

N00218 



1 



2% 

15 Days 



10 ir**!***'** avV »J4*fttt 

r 

Marine Supplies, Inc. 

711 Sutter Ave, 

San Francisco, CA 94109 



J_ 



_L 



[xli 



□ Bit, 



uift^iB<r wiik y»ur phone quote 6 July 19_ 

plr»w f«»rii«li llw foUowwi « iW ttfm* »J>^f»f^ of Un order 
u nrf »lUtrJ uMjrr Avtkority of 10 f ^ C. 1304U> I 3 » 



Tku d#tiv«T» order it i«b;t<i t« iwtwtioM eMUU>«d ©• tW« i»d« t»Iy oj 
thii f«fm »ftd » iiiutd •« aaothrt to''*"**"'* ««• j" »tofd*»« wiU t«d 

\*ttr<^ to tt>r ittmt >ftd copdntoa* of tbo wcmbrnd fbtrtct 

' " ACCOUimWQ^ttAWICATKW 



VLiKinrr o d 
^0 OlSmATCN 



□ 



OAIBSI or OCUVl^T 

6 OCT 19- 



Br ^.ol.^^^^jfi^^^ 

GARNER, LT,SC,OSN 



AteTtQraMon Triro 
Acei9_*<t> — 



ALL1771804.702D 000 53824 



0 060957 2D R52r92 



3062791069NR $173,00 







IMT 


OUAMT 
RtOUMO 


ACCCPTtO 












oa» 


1. 


VALVE, fueling, bronze, star 

jt-^r^»Ar!<: J ^ompTA4-o with hmn!a 


dar 

e 


i 




















bushing, Catalog #23R15742 


EA 


1 




L60.5( 














2. 


GASKET, fueling valve 


SE 


1 
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Figure 12-13.— Purchase Order, NAVSUP Form 4«. 
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of making small purchases on the open market 
establishes charge accounts with qualified supply 
sources to cover expected small item purchases 
in the same general category. Since this arrange- 
ment eliminates the need to issue individual pur- 
chase orders for - small requirements, make 
purchases by placing orders, either orally or by 
informal memoranda against the BPA. 

When a BPA is desired and the conditions in 
NAVSUP P-485 exist, the supply officer or com- 
manding officer of a ship without a Supply 
Corps officer attached must submit a letter re- 
quest to the supporting shqre supply activity 
requesting that a BPA be established. Forward a 
copy of this letter to the TYCOM, and make 
sure it contains the following information: 

# Type of supplies or services required 
IP Suggested sources of supply 

# Period during which the supplies or 
services will be required 

0 Name(s) of individuals within the supply 
department authorized to place calls 
against the BPA 

When the supply activity determines that the 
request is justifiable, the supply activity will 
negotiate and prepare the BPA. Send coiiies of 
the BPA to the ship, the vendor, and the activity 
designated to make payment. 

Materiel is obtained by the.authorized person 
designated in the BPA by placing calls to the 
vendor. Consult NAVSUP P485 for additional 
infprmation on call procedures, billing, screen- 
ing, and the review required under the BPA 
procedure. 



STOCK POINTS AND 
SOURCES OF SUPPLY 

STOCK POINTS 

Stock points consist of naval supply centers 
(NSCs), naval supply depots (NSDs), and in- 
dustrial naval air stations (INASs). 



The mission of these activities is to furnish 
supply support to fleet units, shorev activities, 
transient ^hips, and overseas bases. They ac- 
complish this by procuring, receiving, storing, 
issuing, and shipping or making other distribu- 
tion of Navy, DLA, and GSA cognizance 
materiel. 

, Stock points are designated as reporting 
activities, and they render issue and receipt 
transaction reports to inventory control points 
(ICPs), Using these reports as a basis, the ICPs 
compute the position of individual stock items, 
and they replenish these activities by awarding 
contracts or by transferring stocks from other 
activities. The following activities are stock 
points: 

NSC Charleston 
NSC Norfolk m 
NSC Oakland 
NSC Pcari Harbor 
NSC' Puget Sound 
NSC San Diego 
NSD Guam. 
NSD Subic Bay 
NSD Yokosuka 
NAS Alameda 
NAS Cherry Point ' 
NAS Jacksonville. 
NAS Norfolk 
NAS North Island 
NAS Pensacola 

Figure 12-14 illustrates the operation of the 
Navy Supply System from the receipt of a 
customer's requisition to the replenishment of 
stock. The following^ is an explanation of the 
process; 

1. USS John PaulJones submits a requisi- 
tion to NSC, San Diego, for a cognizance sym- 
bol IH repair part. 

2. After researching their records and deter- 
mining that the item is not in stock, NSC, San 
Diego, refers the requisition to the propbr inven- 
tory manager for cognizance symi;ol 1 H 
materiel, Ship's Parts Control Center (SPCC), 
Mechanicsburg. 

3. SPCc!:, Mechanicsburg, after researching 
their master records and determining that the 
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ICP 

SPCC, MECHANICSBURG 




STOCK POINT 
NSC, OAKLAND 



Figuit 12-14.— Opewtion of tb« Navy Snpply System. 



123.174 



requested' item is in stock at NSC, Oakland, 
refers the requisition to NSC, Oakland. 

4. NSC, Oakland, issues the materiel to USS 
John Paul Jones. 

5. NSC, Oakland, makes an issue transac- 
tion report to SPCC, Mechanicsburg. 

6. SPCC, Mechanicsburg, after applying the 
issue reports to its master record, ascertains that 
NSC, Oakland's stock of the item is below the 
required level and issues a contract to the XYZ 
Corporatiori to replenish NSC, Oakland. 



7. The XYZ Corporation ships the materiel 
to NSC, Oakland. 

8. NSC, Oakland, makes a receipt transac- 
tion report to SPCC, Mechanicsburg. 

SOURCES OF SUPPLY 

the materiel required to support your ship is 
normally procuied through the supply systems 
of the Navy or DOD. However, in emergencies, 
procurement may be by transfer from another 



12^3 



ERLC 



234 



HOSPITAL CORPSMAN 1 & C 



ship or by purchase on the open market. Opera- 
tion orders and instructions issued by fleet 
commands, type commands, and ser\nce force 
commands specify the sources of supply for 
ships. 

Within the United States 

When your ship is within the United States, 
submit supply requisitions directly to the nearest 
supply support activity or NSC. 

They cither furnish the materiel or pass the 
requisition to the appropriate activity for action. 
The supply departnient of a naval shipyard or 
other ashore activity may issue maintenance 
items to ships while at that activity. However, 
submit requisitions for major stock replenish- 
ment to the established supply support activity. 

SERVMARTS are convenient sources of 
materiel that permit the use of a single money 
value only (MVO) requisition to procure several 
stock items. SERVMARTS are located at most 
major naval bases and are designed like modern 
supermarkets. 

When obtaining materiel from a SERV- 
MART, prepare a DD 1348 as an MVO requisi- 
tion based on DTO requests or storeroom stock 
deficiencies. Each of the following categories of 



materiel is listed on a separate DD 1348 when 
SERVMART shopping lists (SSLs) are used: 

• Consumable items ordered for DTO 

• Consumable items ordered for stock 

• Repair parts ordered for DTO 

• Repair parts ordered for stock 

• Equipage 

• Medical/dental materiel 

If yellow copies of NAVSUP 1250 or 1250-1 are" 
used, only one DD 1348 is required for stock and 
DTO consumables and for stock and DTO 
repair parts. To aid you in preparing requisi- 
tions, each SERVMART prepares shopping 
guides that list items stocked and distributes 
these guides to. ships and activities in the area. 

Upon receipt of internal requests, prepare 
DD 1348 to cover the money value, and give the 
original to the person authorized on the form to 
pick up the materiel. An example of an MVO re- 
quisition using DD 1348 is shown in figure 
12-15. 
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Figure 12-15.— Money Value Only Requisition, DD Form 1348. 
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Overseas 

Ships in overseas waters receive supply sup- 
port through submission of requisitions to 
MLSF units or overseas bases as specified in 
operation orders and instructions issueJ by fleet 
commands. Supp ly -support. from thes^ ships is 
normally received by underway replenishment. 
Procedures for obtaining support from fleet 
issue ships are set forth in CINCLANTFLT, 
CINCPACFLT, and COMSIXTHFLT Requisi- 
tioning Guides. Local commands and operating 
conditions determine whether the underway 
replenishment is to be by conventional replenish- 
ment (CONREP) ship alongside, vertical 
replenishment (VERTREP) helicopter, or both 
at the same time. 

' When normal supply sources are not avail- 
able and general stores stock is exhausted, 
transfer items from the ship's store or sub- 
sistence stock for the chip's use. For example, 
transfer cornstarch from the subsistence stock to 
use in cleaning the boilers or flashlights from the 
ship's store for general use. 

Such transfers are made on DD 1 149 and are 
charged to the ship's OPTAR. Show the com- 
plete accounting data on the transferring DD 
1 149 for both the charge and the credit. 

Emergency requirements may be obtained 
from ships other than supply ships and tenders if 
the materiel is avialable and can be spared. Make 
the request on a DD 1348, or send a message and 
make sure it contains the same information as a 
requisition to a supply activity except for the 
routing identifier that is left blank. If the re- 
quested materiel is not available for issue, return 
the requisition to the requisitioner since ships do 
not hold requisitions on back order for later 
issue. 



REQUISITION FILE 
MAINTENANCE 

The full cycle of requisition file maintenance 
begins when >ou prepare a new requisition and 
place the hardback copy of the DD 1348 (or 
copy of other procurement document) in the 
MOF. When all the materiel ordered has been 
received or canceled, place the requisition 



document, with a copy of the receipt document 
attached, in the materiel completed file (MCF). 
The cycle ends when the charge has been cleared 
through the Fleet Accounting and Disbursing 
Center (FAADC) at San Diego or Norfolk and 
reported to your ship. The steps in between are 
largely dependent upoa the volume of requisi- 
tions prepared and the procedures used in your 
office. Here we will discuss only the MOF. 

MOF 

The majority of procurement documents are 
DD 1348s. Maintain the file of DD 1348s in a 
card file that accommodates EAM cards. Also, 
keep the documents in number sequence. As you 
saw in the chart on distribution of the DD 1348, 
the hardback copy is the MOF copy. 

DD 1149 and other purchase documents are 
folded to approximately the size of EAM cards. 
These documents are attached to the hardback 
copy of the DD 1348, which is prepared as an 
obligation document under the procedures in 
NAVSUP P-485. 

SUPPLY STATUS 

You must keep records of supply status. The 
amount and kind of status you receive is deter- 
mined by the M&S code assigned on the requisi- 
tion. The purpose of status is to keep you 
informed of the action taken by supply activities 
to furnish the requested materiel. 

Supply status is usually received on a DD 
1348, but it may also be received by message on 
high-priority requisitions and by speedletter. 

Requisition FoUowup 

When you have received no positive action 
on a requisition, send the supply activity a docu- 
ment identifier followup in the AT series of 

MILSTRIP. The AT followup is converted 

by the supply activity mto an AO requisi- 
tion if there is no record of the original requisi- 
tion. This saves time and eliminates the need to 
prepare additional documents. If the followup is 
mailed on an exception data* requisition, make 

sure the AT followup contains all the data 

in the original requisition. 
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STOWAGE 

SPECIAL STOWAGE 

You will have many items that require special 
stowage. The Naval Ships* Technical Manual, 
chs, 670 and 9230, and the Consolidated 
Hazardous Item List (CHIL) outline the require- 
ments for shipboard stowage of dangerous and 
semisafe materials and list the materials under 
each classification. The Department of the Navy 
Information Security Program Regulation (OP- 
NAVINST 5510.1) prescribes the requirements 
for stowing and handling classified material. We 
will now consider the classifications of material 
and discuss storage requirements for special 
types of material. 

HAZARDOUS MATERIAL.— This in- 
cludes all types of compressed gases and 
materials that present a considerable fire hazard 
or are otherwise dangerous. Except as provided 
beiow, stow these materials in the paint and 
flammable liquid storerooms. Paint and oil con- 
stitute the bulk of materiel in this category. The 
paint and flammaole liquid storerooms are nor- 
mally provided v/iip. sprinkler and CO2 smother- 
ing systems that can be activated by automatic 
temperature-sensitive devices inside and by 
manual controls outside the storerooms. A 
flooding system operated manually outside the 
storerooms is an additional safety factor. These 
storerooms are located, when practical, below 
the full-load waterllne, near either end of the 
vessel, and not adjacent to a magazine. They are 
equipped with watertight doors that must be 
locked and dogged when not In use. 

COMPRESSED GASES.— Stow com- 
pressed gases on the weather deck and securely 
fasten them In a vertical position. Protect the 
cylinder valves from accumulations of ice and 
snow, and screen the cylinders from direct rays 
of the sun. NAVSUP P-485 contains general 
rules for handling compressed gas cylinders. 

ACID.— Liquid acid, unless classified as safe 
material, is stowed In lead-lined Ijoxes or chests 
in a storeroom below the full-load waterllne in 
which the deck and lower part of the bulkhead 
has a watertight lead lining. 



ALCOHOL.— Stow alcohol In a locked con- 
tainer In the paint and flammable liquid store- 
room, to which only the supply officer or other 
officer designated In writing by the commanding 
officePfiastthc^key or combination. 

SHELF-LIFE MATERIAL.— This material 
Is subject to deterioration. These Items arc 
assigned a ''SHELF-LIFE CODE** listed In ^ic 
NMDL and In the List of Items Requiring 
Special Handling (LIRSH). The code denotes 
the shelf-life Span of material from the date of 
manufacture to the date of disposal or date of 
testing according to the inventory managcr*s 
instructions to extend the shelf-life. Type I codes 
(alpha) apply to items for which shelf-life cannot 
be extended. Type II codes (numeric) apply to 
Items for which shelf-llfe'can be extended. 

OTHER REPAIR PARTS.— You must try 
to stow all repair parts In their original con- 
tainers. With today*s Improving techniques and 
the material used In packaging, you -can store 
repair parts for a considerable time without 
damage from dust, shock, or humidity. 

STOREROOMS 

Maintenance 

When you are In charge of a storeroom, you 
are also responsible for maintaining the space. 
Before you secure each night, sweep the store- 
room and remove all trash. Clean bins, shelves, 
ventilation ducts, and fans periodically. 

The condition of your, space Is also your 
responsibility. Rust Is an ever-present enemy and 
requires constant vigilance to keep It under con- 
trol. Rust spots should be chipped, wire brushed 
or sanded, primed, and spot painted. Tighten 
loose bolts promptly to prevent possible damage 
t6 the storeroom or Its contents. Examine pipes, 
valves, electrical systems, watertight fittings, 
and firefightlng equipment dally, and report any 
defect to the supply officer. 

Before getting underway Into open seas, 
thoroughly Inspect and secure storerooms to 
prevent stores from shifting due to the ship*s 
motion. Lash bulk stores to bulkheads, stan- 
chions, or battens, and s;jcure the fronts of open 
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bins and shelves to prevent stores from falling 
out on deck. 

Unless approval is obtained from the com- 
manding officer, do not stow personal gear in 
storerooms designated for supplies. 

Securiiy 

The following general security rules apply to 
medical supply spaces: 

• Keep all materiel in store under lock and 
key except when the bulk of such materiel makes 
such stowage impractical. 

• Keep medical supply spaces locked when 
not attended by authorized personnel. 

• The person in charge of the space is 
responsible for its security. 

• Obtain permission for entry of persons 
ordinarily not authorized to have access to 
medical supply spaces from the medical or the 
designated representative. 

• Do not secure a medical supply space so 
that damage control equipment cannot be 
brought into the area in an emergency. 

• Make sure the ship's custodian does not 
take the keys to medical supply space padlocks. 

• Use a key log to identify the holders of 
keys removed from the key locker. 

• Do not record combinations to combina- 
tion locks except as prescribed in NAVSUP 
P485, 

• All key padlocks must be 1 1/2 inch, pin 
tumbler type, with dead bolts, either brass or 
bronze. Make sure the locks are keyed indi- 
vidually and are furnished with two master keys 
for each group and two grand master keys for 
each set. 

• All keyless padiocks will be the three 
combination manipulation resistance type 
8077 A, NSN 9Z534O-O0-285-6523. 

• Change the combinations on keyless pad- 
locks at least every 6 months. 



INVENTORY MANAGEMENT 

Shipboard materiel inventories are divided 
into three segments for management purposes: 
operating space items (OSI), repair parts, and 
consumables. 

OSIs are those items in the custody and 
under management of department heads. 

Repair parts are in the custody of the supply 
officer when supply department stowage space 
permits and is always under his or her manage- 
ment. 

Consumables are in the custody of the supply 
officer when supply department stowage space 
permits. Stocked consumables are managed by 
the supply officer whether such items are stored 
in supply department spaces or in other depart- 
mental spaces. Nonstocked consumables are in 
the custody and under management of other 
department heads. 

DEFINITIONS 

Throughout this section, various terms are 
used in referring to inventory control. Some of 
these terms are discussed here to help you 
understand them completely, and apply them 
correctly. NAVSUP P-485 provides definitions 
for all the terms used in inventory control. 

Inventory— the quantity of stocks on hand 
for which stock records are maintained, or the 
function whereby the materiel on hand is 
physically inspected and counted and stock 
records reconciled accordingly. 

Safety Level— the quantity of materiel, in 
addition to the operation level, required to be on 
hand to permit continuous operations if normal 
replenishment is interrupted or if there are 
unpredictable fluctuations in issue demand (nor- 
mally for 3 months). 

Operating Level— the quantity of materiel 
(exclusive of safety level) required to sustain 
operations during the interval between, suc- 
cessive requisitions (normally for 3 months). It is 
usually the difference in the quantity between 
the requisitioning objective (high limit) and the 
reorder point (low limit). 
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Stockage Objective— the maximum quantity 
of materiel to be maintained on hand to sustain 
current operations normally for 6 months. It in- 
cludes the sum of stocks represented by the 
operating level and the safety level. 

Order and Shipping Time— the time elapsing 
between submitting a requisition and receiving 
the materiel requisitioned (equivalent to pro- 
curement lead time). 

Average Endurance Level— the quantity of 
materiel normally required to be on hand to sus- 
tain operations for a stated period without 
augmentation; it is the median between the 
safety level and stockage objective: 

High Limit (Requisitioning Objective)— the 
maximum quantity of materiel to be maintained 
on hand and on order to sustain current opera- 
tions normally for 9 months; it includes the sum 
of stocks represented by the operating level, the 
safety level, and the order and shipping time. 

Low Limit (Reorder Point)— this stock posi- 
' tion signals the need to start replenishment 
action; it includes the sum of stocks represented 
by the safety level and the order and shipping 
time. 

Not Carried (NC) Items— items not stocked 
in storerooms or for which stock records are not 
maintained. 

Not in Stock (NIS)— items carried in stock 
but not on board when demand occurs. 

Demand— the request for an NC item that 
will be procured, or an issue of a stock item. 

Frequency of Demand— the number of re- 
quests for an item within a given time frame, 
regardless of the quantity requested or issued. 

Stock Fund Operations— the decision to 
stock an item at a supply center is made by a 
computer whose logic runs ^"We will start to 
stock a new item only when it has been asked for 
3 times in 6 months. We will only continue to 
replenish an item if it is being asked for 3 or 
more times in 6 months." If the medical supply 



person decides to order 6 rnonths of materiel at 
^ once instead of ordering each time an item is 
NIS, the supply center computer may interpret 
the data as meaning no demand. The center may 
stop u^rrying the item even though the ship has a 
regular need for the item. As a result, it will take 
longer to receive materiel the next time it is 
ordered because none is available at the local 
supply center. It is better to get a realistic low 
limit and reorder smaller quantities frequently. 

Selected Item Management (SIM)— an inven- 
tory control principle which, in nonautomated 
ships, focuses management attention on the few 
items that are used most frequently. 

Supply Overhaul Assistance Program 
(SOAP)— an overhaul procedure divided into 
several phases, designed to weed out obsolete 
and unused items. 

a. Medical supply personnel prepare new in- 
ventory cards, which comprise updated AMAL 
and ship's formulary that are sent to the 
shipyard SOAP team. 

b. The ship offloads all storeroom items to 
warehouse space, and starts rehabilitation of 
storerooms. 

c. The ship's medical SOAP team, com- 
posed of HMs with SK assistance, identifies and 
inventories all items. Record the inventory on 
inventory cards. Note the iteais to be added to 
the ship's formulary; mark and set aside those 
items to be disregarded and surveyed. 

d. As AMAL and formulary changes are 
made during the overhaul, make corrections and 
new cards to keep the ship's AMAL up-to-date. 

e. Review the ship's current file of medical 
stock cards, and record all usages (issues) on the 
appropriate inventory cards. 

f . Process the inventory cards, and pse their 
data to prepare new stock record cards, locator 
car(is, invoices covering excess medical materiel 
to be turned in to the 3upply system, requisitions 
for deficiencies, ahd a frequency and demand 
listing. The frequency and demand listing gives 
usage information based on, entries you made on 
the inventory cards. It lists the stock numbers 
and shows the number of times and quantity 
issued during the past 24 months. This listing is 
most useful in setting your high and low limits. 



ERLC 



12-38' 



22n 



Chapter I2-NAVY MEDICAL FINANCE AND SUPPLY 



g. The shipyard SOAP personnel will assist 
you in processing the turn-in of excess materiel 
and in requisitioning "deficient materiel as 
directed by your TYCOM. 

h. Rehabilitation of shipboard storerooms 
includes the remarking of shelves and bins. Stow 
medical supplies in storerooms. 

Intermediate Maintenance Activity (IMA) 
Technical Stores— supply department stocks of 
rcpetively demanded repair parts and equipment 
rclated"^onsumables (on board tenders and 
repair ships) that are stored in v other depart- 
mental spaces for ready availability in accom- 
plishing IMA functions. To qualify for inclusion 
in IMA technical stores, an item must be used by 
only one shop (or one group of contiguous 
shops) and meet the frequency of demand 
criteria specified by your TYCOM. The quantity 
of each item in the custody of another depart- 
ment, plus the on-hand quantity of any backup 
stock in supply department storerooms, must 
not exceed the ship's prescribed stockage objec- 
tive. IMA technical stores will not include MTR, 
critical, or prcexpended oin (PEB) items; nor 
will they include bulkhead-mounted spares or 
bulky consumables that are otherwiLJ author- 
ized to be stored in other departmental spaces. 

Critical Item— this is an item that js essential 
to the operational readiness of the ship or air- 
craft and is in short supply in system stocks (or is 
expected, to be in short supply for an extended 
period). Lists of critical items, with appropriate 
materiel control or inventory reporting instruc- 
tions, are distributed periodically by inventory 
managers to specifically designated ashore and 
afloat activities. The term critical Ticms may also 
be used afloat to refer to high usage, bulky con- 
sumables, such as rags and toilet paper, which 
must be replenished often because of shipboard 
space constraints. 

Automated Ships— these ships are equipped 
with an electronic digital computer (EDC) 
system, such as the Univac 1500, for processing 
supply and accounting documents and records. 

Nonautomated Ships— these ships have iio 
EDC equipment. Ships having only keypunch 
facilities are considered nonautomated. 



REQUIRED FORMS 

The following is a list of forms required for 
inventory management of general stores on 
nonautomated ships. NAVSUP P-485 gives 
detailed instructions on preparing the forms; 
however, i few of them are discussed in this 
chapter. 

DD Form s Title 

1149 (9) * Requisition and Invoice/Ship- 
ping Document 

1348 (2/4/6) DOD Single-Line 
quisition System 
(Manual) 

1348-1 DOE^Single-Line Item Re- 

lease/Receipt Document 

1348-6 Non-NSN Requisition 

(Manual) 

1348m DOD Single-Line Item Re- 

quisition System Document 
(Mechanical). (Required only 
by ships with keypunch capa- 
bility.) 

Tide 



Item Re- 
Document 



NAVSUP Fo rms 

48(9) 
154 



Order and Inspection Report 

Survey Request, Report and 
Expenditure 

306 Controlled-Equipage Custody 

Record 

1075 Afloat Locator/Inventory 

Record 

1114 Stock Record Card Afloat 

1176-1 Julian Date Calendar— Per- 

petual 

1220 Allowance Change Request/ 

Report 

1250 (5) ' Single-Line Item Consump- 

tion Document (Manual). (Re- 
quired only by nonautpmated 
ships other than those in the 
submarine forces.) 

1250-1 (7) Single-Line Item Consump- 
tion/Requisition Document 
(Manual). (Required only by 
ships in the submarine forces.) 
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SIM , 

Any item that has had a frequency of de- 
mand of two or more demands within the past 6 
months or has a predictable demand frequency 
of two or more demands based on deployed or 
seasonal usage is designated a SIM item. Any 
item that docs not meet the demand frequency 
for SIM items is designated as non-SIM, Any 
consumable item that meets the frequency of de- 
mand criteria for a SIM item but is not stocked 
by the supply department (usually because of 
space limitation) is designated as a SIM-DTO 
item. Inventory management of repair parts and 
consumables designated as SIM items requires: 

• Close and continuing attention 

• Quarterly stock status review 

• Semiannual inventory 

0 Verification or update of pertinent 
management data in stock records upon each 
receipt of a new NMDL ^ 

• Stock replenishment based on demand* 
with the use of high and low limits 

• Collective storage in centrally located 
storerooms except for items which, because cf 
their physical characteristics, cannot be properly 
stor(^ in such locations 

• Separate file of stock records 

Inventory management of non-SIM repair 
parts and consumables requires: 

• Close attention only upon receipt and 
issue of materiel 

• Inventory of the remaining balance of an 
item after each issue 

• Reference to the NMDL for verification 
of pertinent management data only when an 
item is requisitioned 

• Stock replenishment on a one-for-one 
basis except when otherwise prescribed by the 
TYCOM or when excess stock is on hand 
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• Stock records filed separate from SIM 
stock records 

PHYSICAL INVENTORY 

Physical inventory is a prerequisite to effi- 
cient inventory control. The primary objective 
of a physical inventory is to ensure that the in- 
ventory balances as reflected in stock.or custody 
records agree with the actual physical quantities 
on hand. 

Types of Inventory 

Several different types of inventories arc 
conducted, depending upon the type of materiel 
involved and type of information needed. 

Bulkhead-to-Bulkhead 

A bulkhead-to-bplkhead inventory is a 
physical count of all stock materiel within the 
ship or within a specific storeroom. This inven- 
tory of the ship's entire stock of repair parts 
usually is taken during a SOAP. A bulkhead-io- 
bulkhead inventory of a specific storeroom is 
taken when a random sampling inventory of that 
storeroom fails to meet the inventory accuracy 
rate of 90% when directed by the TYCOM as a 
result of a supply management inspection (SMI). 
It is also taken when directed by the command- 
ing officer or when circumstances clearly in- 
dicciC that it is essential to effective inventory 
control. 

Specific Commodity 

The specific commodity inventory is a 
physical count of all items under the same 
cognizance symbol, FSC, or that support the 
same operational function, such as boat spares, 
electron tubes, boiler tubes, or fire brick. This 
inventory is taken under the same conditions as 
a bulkhead-to-bulkhead inventory; however^ 
prior knowledge of specific stock numbers and 
item location is required to conduct a specific 
commodity inventory. 
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Spfcial Mftteriei 

A special materiel inventory requires the 
physical count of all items which, because of 
their physical characteristics, costs, mission 
essentiality, and criticality, are specifically 
designate^ for separate identification and inven- 
tory control. Special materiel inventories in- 
clude, but ar.e not limited to, stocked items 
designated as classified or hazardous. Special 
materiel inventories also include controlled 
equipage and presentation silver. Physical inven- 
tory of such materiel is required on a scheduled 
basis as prescribed in NAVSUP P-485. 

CLASSIFIED ITEMS.— Inventory classified 
items annually and upon each change of 
custodial responsibility. 

HAZARDOUS ITEMS.— Hazardous items 
are toxic, corrosive, oxidizing, flammable, 
radioactive, or other materials that pose a poten- 
tial hazard to life or property. Inventory haza^"d- 
ous items identified in stock records by hazard 
item codes H, F, M, or R annually. It is also 
mandatory to inspect each unit of each item for 
its condition, correct identification, and proper 
labeling. 

SECURITY ITEMS.— You must inventory 
security-type medical supplies, such as narcotics, 
precious metals, alcohol, and alcoholic 
beverages (code R in the notes column of the 
Federal Supply Catalog C-65-IL sees). This also 
comprises inventorying those items identified in 
stock records by locally assigned management 
codes or appropriate notations monthly and 
upon each change of custodial responsibility. 
-Other controlled medical items, such as bar- 
biturates, antibiotics, and other drugs or 
substances coded K, are inventoried monthly. 

OTHER MATERIEL.— Other stock items 
that may be specifically designated by the inven- 
tory manager, fleet commander, TYCOM, or 
the commanding officer for special inventory 
controVare inventoried according to the fre- 
quency criteria established by the directing 
authority. 

SHELF-LIFE ITEMS.— Deteriorative shelf- 
life items, other than those included in the items 



just discussed, do not require a periodic inven- 
tory. Screen these items often to ensure their 
timely use or transfer before the shelf-life expira- 
tion dates. 

Spot Inventory 

A spot inventory is an unscheduled physical 
inventory that is taken to verify the existence or 
nonexistence of a specific stock item. It is 
usually taken when the verified stock record for 
a requested item shows an on-hand balance, and 
the issue request indicates that the item is NIS. A 
spot inventory is also' taken to determine the 
on-hand quantity of a particularltem when it is 
requested by the commanding officer^ a fleet 
commander, TYCOM, a cognizant inventory 
manager, or other competent authority. For ex- 
ample, the commanding officer may request the 
physical inventofjT of any item that he or she 
considers highly essential to prospective opera- 
tions. Also, a fleet commander or TYCOM may 
need to have total asset visibility of a particular 
critical item; or an inventory, disposition, and 
report of certain items, which after distribution 
yuhin the supply system, are found to be defec- 
tive. 

Velocity Inventory 

A velocity inventory is based on the premise 
that inaccuracies of stock record balances for 
any given items increase proportionately with 
issue frequency; therefore, concentrate most of 
the physical inventory effort on frequently 
demanded items. A velocity inventory requires a 
periodic physical count of all stock items that ex- 
perience frequent demands (fast movers) and a 
physical count of items that experience infre- 
quent or no demands (slow movers). Periodic in- 
ventories of SIM items and postissue inventories 
of non-SIM items are examples of velocity in- 
ventories. 

SIM Materiel.— Inventory SIM materiel in 
nonautomated ships semiannually, and com- 
plete the inventory within 2 weeks after com- 
mencement. 

Non-SIM Materiel.— Except for items desig- 
nated as special materiel, or unless warranted 
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under conditions previously discussed, do not 
take a complete inventory of non-SIM materiel. 
However, to provide sufficient stock record card 
accuracy for effective inventory control, inven- 
tory the balance of each item after each issue. 

Rgndom Sampling Inventory 

The random sampling inventory is con- 
sidered part of the annual scheduled inventory 
program. It is used only by authorized ships 
such as automated special accounting class 207 
ships and automated aircraft carriers (except for 
aeronautical materiel). This inventory is a 
measure of the stock record accuracy for 
materiel based on the physical count of a 
specified number of randomly selected items 
within the segment. NAVSUP explains 
how. to conduct a random sampling inventor>'. 

Physical Inventory Schedules 

Inventory schedules outline, in chronological 
sequence, the segments of materiel planned for 
physical inventory during a FY. The. supply of- 
ficer prepares the inventory schedule before the 
beginning of each FY. For stock materiel in 
departmental custody, the inventory schedule 
reflects' the time frames jointly determined by 
the supply officer and the department head. 

Inventory Personnel 

The supply officer . provides advisory 
assistance for inventories of materiel in the 
custody of departments other than the supply 
department. The person in charge of the 
storeroom is usually responsible for inventory- 
ing materiel in it. 

Preparing for Inventory 

Before the inventory is taken, collect all up- 
dated receipt and expenditures documents con- 
cerning the materiel and post them on stock 
record cards'. The person in charge of the store- 
room should ihspect the spaces and rearrange 
stock to ensure that: 

• Loose articles are repackaged in standard 
bulk lots where possible. 



• All stock is labeled or otherwise clearly 
identified. 

• Cartons and other containers are stowed 
with labels and other identifying information 
facing out where possible. 

• Containers with broken seals are checked 
to ensure that a full count of materiel is present 
and the container is prominently marked to 
show the actual count and the date of the count. 

At least 1 week before the inventory, the sup- 
ply officer usually requests the executive officer 
to include an official notice in the Plan of the 
Day, indicating that a particular storeroom^ or 
certain stock will be inventoried. This notice lists 
the dates and restrictions that must be observed 
during the inventory period. 

Inventory Procedures 

Since inventories are conducted to ensure 
that stock on hand or in the pipeline agrees with 
information on the stock records, you can sec 
the importance of a complete and accurate in- 
ventory. To reduce errors, you must: 

• Work quietly and without haste. 

• Write legibly. 

• Count correctly. 

• Use the correct unit of issue in counting. 
Count Documents 

Documents authorized for conducting inven- 
tory counts of stock materiel include NAVSUP 
1075 (whether or not maintained as locator 
records), EAM cards, and machine or manually 
prepared listings. Stock Records Cards Afloat, 
NAVSUP 1114, even when maintained in store- 
rooms, are not to be used as inventory count 
documents. Inventory count documents usually 
contain the following information for each item: 

• Complete stock number or part numl^er 

1 

• Brief item description (optional) 
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• Unit of issue 

• Location of items (except for bulkhead- 
to-bulkhead inventory of a specific storeroom or 
other storage area) 

Count Procedures 

A complete and correct item count is basic to 
conducting a physical inventory. Inventory per- 
sonnel must determine the total quantity of each ' 
item as accurately as possible during the intial 
count. Use inventory aids such as tape measures, 
scales, equivalency tables, and other measuring 
devices when available. You may open sealed 
containers when necessary for item identifica- 
tion or quantity verification. Do not break the 
seals on preservation packaged items without 
approval of the supply officer. Reseal all opened 
containers after the contents have been iden- 
tified and counted. Each container must be 
dated and initialed by the person who verified its 
contents. 

Whether personnel equipped with appropri- 
ate count documents and aids are to inventory 
all or just certain items in a specific area, they 
must proceed systematically from location to 
location in predetermined sequence. Inventory 
personnel must ensure that: 

• Each fragile or potentially^ hazardous 
item is conspicuously marked with a warning 
label. 

• Each item is legibly identified by an ap- 
propriate stock number or part number. 

• Each unit of an item is inspected for its 
condition, and any quantity apparently unfit for 
issue or in need of represervation is recorded as 
such. 

, # Each item is carefully counted, weighed, 
or measured, and the quantity inventoried is 
legibly recorded in the count document. (If the 
' same item is stored in multiple locations, record 
the quantity in each.) 

• Quantities and units of issue recorded in 
count documents are compatible (for example, if 
100 bearings are counted, record 50 not 100 if 
the unit of issue is PR). 



• A tag, label, or card, annotated with the 
inventory quantitiTana xit»*vt<irattachtd t'^^each 
reel or container from which an item is isst ^d in 
a unit of measure, such as foot, pound, and 
gallon, so future issues of such items be 
tabulated to reflect the remaining quantf J of 
each reel or in each container. » ^ 

• Actual location of each item is either 
checked or entered in the count document. 

• Consolidated storage of items with multi- 
ple locations is achieved when possible, 

• If directed by the supply officer, lockers, 
cabinets, or drawers used for storage of infre- 
quently demanded items are sealed after a com- 
plete inventory of their contents has been 
verified. 

Inventory personnel must be aware of all 
receipts and expenditures of items included in 
the segment being inventoried. They must also 
ensure that documents applicable to such 
receipts and expenditures are conspicuously 
stamped or annotated **BEFORE INVEN- 
TORY" or "AFTER INVENTORY," as appro- 
priate. 

Review of Count Documents 

Promptly upon completing the physical 
inventory, and before matching inventoried 
quantities with applicable stock record balances, 
personnel must review inventory count docu- 
ments to ensure that: 

• All items scheduled for inventory either 
have been counted or have been verified as non- 
existent. 

• Quantities counted are legibly recorded 
and compatible with related units of issue. 

• All prerecorded locations applicable to 
the inventory segment have been checked and, 
for each location, a quantity or 0 is entered. (In- 
ventory personnel must not delete locatipns- 
prerecorded in count documents even tjKnigh 
such locations may be incorrect.) / 
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• Added items are adequately identified 
and legibly recorded. 

• Applicable remarks are legibly entered 
and explicitly stated. 

• Items are documented in NIIN sequence. 

• Count documents arc dated and initialed. 

Reconciliation of Count Documents 
and Stock Records 

Upon completing the physical count and 
reviewing the count documents, the next step in 
the inventory process is to compare the count 
documents with the stock records. This is done 
to determine if differences exist between the 
physical count and the amount recorded on 
stock records. 

Upon receipt of inventory count documents 
from inventory personnel, the medical supply 
person must ensure that: 

• Items are documented in proper sequence 

• Multiple cards or entries applicable to the 
same item are grouped and totaled by NIIN 

• All manual entries are legible 

• AU annotated remarks, are clearly under- 
stood 

• Any obvious omissions or inconsistencies 
are reconciled immediately by the responsible 
inventory personnel 

.When the count documents are correct and 
complete, compare them, item by item, with the 
applicable stock records to determine whether 
differences exist. If no differences exist, post the 
matched count cards or matched items in the in- 
ventory listing to the applicable stock records. 
Enter the Julian date of the inventory and 
the notation **INV'* in the REQUISITIONS 
\ OUTSTANDING column of NAVSUP 1114. 
and enter the inventory quantity (which should 
be the same as the existing stock record) in the 
ON HAND CC. See figure 12-16. If differences 



exist in on-hand quantities, locations, or other 
stock record data, reconcile such differences by 
the procedures outlined in NAVSUP P-485. 

Stock Record Cards 

Without stock records, it would be impossi- 
ble to maintain adequate stocks of materiel 
necessary" for the operation of the medical 
department of a ship. Procurement of stock 
must be based on the information contained in 
the stock record cards. Inventory control com- 
prises procurement, stocking, issuing, and 
accounting for materiel. 

The Stock Record Cards Afloat, NAVSUP 
1114m (Manual), are the primary records of 
inventory control. Maintain a stock record card 
for each stocked repair part or consumable and| 
for each SIM-DTO item. 

NAVSUP 1114m, which is shown in figure 
12-J7, is an IBM type of stock record card in 
which significant management data elements can 
be keypunched to provide the capabilities of 
nonautomated data processing equipment. 

NAVSUP 1 1 14 (Manual), which is illustrated 
in figure 12-18, is identical to the NAVSUP 
1114m in design. NAVSUP 1114 (Manual) is a 
continuous-feed stock record form that eases the 
typing of the top and bottom lines of new stock 
record cards that must be prepared when the 
keypunched and interpreted NAVSUP 1114m 
cards are filled. This form is also useful when 
new items are added to shipboard stock between 
supply overhauls. Retain all stock records until 
they are replaced upon completion of the next 
supply overhaul. 

Description of Captions 

The preprinted captions appearing on the top 
line and at the bottom of NAVSUP 1114m are 
identical and most are familiar and self- 
explanatory. Additional information on some of 
the top and second line data elements may help 
you understand the captions and the source and 
use of the data shown. 

M/C— The materiel control code is a single 
alphabetic character assigned by the inventory 
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Figure 12-16.— Posting Snvcntory to stock records. 
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manager to segregate items into m<^re 
manageable groupings (fast, medium, oi Slow 
movers) or to relate to field activities special 
reporting and control requirements. This is a 
.first line entry and is mandatory for repairal)le 
items. 

APL/AEL NO.— Allowance Parts List/ 
Allowance Equipage List number for repair 
parts and equipment-related consumables. If the 
integrated Stock List (ISL) indicates that multi- 
•pie APL or AEL numbers are applicable to the 
same item, enter the letter **M" instead of an 
APL/AEL- No. Enter ^'^GEN USE" or 
**GUCL" for nonequipment-related con- 
sumables. 

' LOCATION— Each location in which the 
item is stored^ For non-StM items, each location 
as well as the quantity in each location is re- 
quired; however, avoid multiple locations of 
non-SIM items when possible. Leave it blank for 
SIM-DTO items.' . . • 

HL, LL, SL— High limit, low limit, and 
safety level quantities are computed according to 
NAVSUP P-485. This block is used for SIM 



Figure ll-l^i— The NAVSUP Form 1114 (Manual). 



66.19 



items only. Enter **SIM DTO" for SIM-DTO 
items. Leave it blank for non-SIM-DTO items. 

A/L QTY-:r Allowance list quantity. Leave it 
blank for nonallowance and SIM-DTO items. 

AT— Allowapce-type code. Transfer the 
SOAP-assigned AT code forward to the suc- 
ceeding record when a SOAP-prepared stock 
record is filled. When the ship prepares a stock 
record for a new stock item added between 
SOAPs, enter the appropriate AT code from the 
following list: 

AT Codes Explanation 

1 COSAL item. 

2 Load list item (applies to load- 
carrying ships onlj^ 

3 Load/allowance list item (applies to 
load-carrying ships only). 

4 Non-COSAL item that has a fre- 
quency of demand of 4 or more in 
the last 24 months or 2 or more in 
the last 6 months. 
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^ AT Codes Explanation 

5 Non-COSAL item with 8 demand 
but applicable to on board equip- 
ment and ^ithin the ship's capa- 
bility to install. 

6 Delete item (no demand, no appli- 
cation). 

8 Non-COSAL item .that has a fre- 
^ quency of demand of 1, 2, or 3 in 
the last 24 months but less than 2 in 
the last 6 months. 

E/R/C— See below. 

E— for equipage items (special 
accounting class 207 ships 
only); 

R — for repair parts and equipment- 

related^consumables; 
C— for general use consumables. 

BEG. MO. DEM.— The beginning date. of 
the demand ^►eriod (usually the SOAP comple- 
tion date that is pretyped on SOAP-prepared 
stock records. The original card received upon 
completion of the supply overhaul shows the 
date (month and year of the current supply 
overhaul) of the current demand period. When 
the original card is filled and a new card is 
prepared, bWng this date forward with the 
demand quantity and frequency of demand 
recorded on the original card. When « card is 
prepared for a new item between SOAPs, the de- 
mand date is the date of the initial requisition. 

DQBF— Demand quantity brought forward. 
This total is brought forward from a filled stock 
record onto a new stock record. 

DFBF-^Demand frequency brought for- 
ward. This total is brought forward from a filled 
stock record onto a new stock record. 

URG— A checkmark or X if the item is listed 
in the Consolidated Afloat Requisitioning Guide 
Overseas (CARGO), indicating that the item is 
available in the deployed area from ships of the 
underway replenishment group. 



MRT— A checkmark or X if the item is listed 
in the SERVMART shopping list of the local 
supply support activity. 

EOI— A checkmark or X if the item is desig- 
nated as an economic order item. 

CI— A checkmark or X if the item is desig- 
nated as a critical item. 

MEC— Military essentiality code, as indi- 
cated in the COSAL SNSL for repair parts and 
equipment-related consumables. 

HIC— Hazardous item code (H, F, M, or R) 
if the item is listed in the Consolidated Hazard-^ 
ous Item List (CHIL) or any other special 
material content (SMC) code that may be used 
for the item in the COSAL, SNSL', or Special 
Category Item List (SCIL). 

SCC— Security classification code, if appli- 
cable. J 

SLC— Shelf-life code, if applicable. 

PEB-^A checkmark or X if item is desig- 
nated as a PEB item. 

REQUISITIONS OUTSTANDING— The 
Julian date, serial number, and quantity appli- 
cable to each procurement document. Use the 
lowest part of the column, when a ^plicablCy for 
entry of the NSN of a superseded, J^uperseding, 
or substitute item. 

Preparing New Cards 

When the original card is filled, prepare a 
new card, duplicating the stock item informa- 
tion except for usage data. Enter the beginning 
date on the new card. Bring forward the demand 
quantity and frequency of demand totals from 
the old card onto the new card. Also, transfer 
any requisitions still outstanding. Retain the old 
card until the next supply overhaul arrives, and 
file it according to local practice. 

Posting 

Post stock record cards daily as you receive 
the receipt and issue documents. When you are 
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Figure 12-19.— Posting receipts to stock records. 



posting the cardsj place SIM items before non- 
SIM items. 

Compare the following data elements on 
receipt documents with those on the stock record 
cards: 

m Cognizance symbols 

# NSN 

• Unit of issue 

• Unit price 

m Storage location 

# Quantity received with quantity requisi- 
tioned 



STOCK RECORD ENTRIES— DATA IN 
AGREEMENT.— If the data elements on the 
receipt documents and the stock record cards are 
in agreement, enter the Julian date of the receipt 
and the serial number of the related requisition 
in the REQUISITIONS OUTSTANDING col- 
umn. Enter the receipt quantity in the 
RECEIPTS column and increase the balance in 
the 'ON HAND column by the quantity received. 
Then draw a single line through applicable re- 
quisition data in the REQUISITIONS OUT- 
STANDING column. See figure 12-19. 

< 

If an outstanding requisition for NIS-DTO 
materiel is indicated in the REQUISITIONS 
OUTSTANDING column, remove the original 
and green copy of NAVSUP 1250 from the 
r^IS/NC file or MOF, and forward it to the 
storeroom for immediate issue. Line through the 
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Figure 12-20.— Posting and Issuing an outstanding requlsilion for NIS-DTO material. 
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notation '^NW that a^plf.es to the outstanding requisition for NIS-DTO 
materiel, and post the issue, when completed, to the stock record in the nor- 
mal manner as shown in figure 12-20, When the materiel originally orderW 
for DTO is received^ send the materiel to the storeroom, and post the receipt 
document to the stock record as a receipt of stock materiel. 

STOCK RECORD ENTRIES— ,DATA DIFFERENCE.— Reconcile any dif-, 
■ ferences determined from a comparison of receipt documents and stock 
record data as explained in the following paragraphs. 

Cognizance Symbol— When the cognizance symbol in the receipt docu- 
ment differs from that in the stock record, change the cognizance symbol in 
the stock record to agree with that in the receipt document by drawing a 
single line through the old cognizance symbol and entering the new 
cognizance symbol directly above as shown here. When you receive materiel 
on DD 1348-1, enter the cognizance symbol in data block R. 
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New or Superseding NSN— When an item is received under a new or 
superseding NSN as reflected in the receipt document, prepare a new stock 
record that shows the same management data (for example, allowance and 
HL/LL/SL) as the superseded stock record card. Reference the superseded 
NSN in the lowest blocTc of the REQUISITIONS OUTSTANDING column 
as shown in figure 12-21. Then close out the stock record for the superseded 
item by lining through the allowance quantity and the HL/LL/SL quantities 
of SIM items. Line through the requisition data in the REQUISITIONS 
OUTSTANDING column, and reference the superseding NSN in the lowest 
block of the column as shown^n figure 12-22. 

Do not carry the on-hand balance in the stock record for the superseded 
NSN forward to the new stock record for the superseding NSN. Now you 
will not have to remark materiel already in stock when an item is received 
under a new or superseding NSN. However, review the computation of de- 
mand and frequency of demand of both stock records simultaneously to 
determine replenishment quantities. When. a replenishment is required, re- 
quisition the new or superseding NSN. 

Substitute Item— When a substitute item is received, prepare a new 
stock record card. Record the cognizance symbol, NSN, description, 
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Figure 12-21.— Preparing slock record for superseding NSN. 
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Figure 12-22.— Closing out superseded NSN stock record. 
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unit of issue, unit prifcc, storage location, and 
a notation "ITEM IS^ SUBSTITUTE FOR 

NSN ." as shown inyfigure 12-23. Do not 

show an allowed quantity. Notate "SUBSTI- 

. TUTE ITEM IS NSNj in the lowest block 

\f the REQUISITIONS OUTSTANDING col- 
imn on the stock record for the primary 
iV^m. 



To determine replenishment quantities,*' 
review the computation of deJinand and fre- 
quency of demand of both stock records 
simultaneously. 

Unit of Issue— When the unit of issue in the 
receipt document is different from that in the 
stock record, change the unit of issue in the 
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Figure 12-23.— PosUng action for substitute NSN. 
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stock record accordingly. In addition, you nriay 
be required to adjust the allowance quantity, 
HL/LL/SL quantities (if a SIM item), and the 
on-hand balance in the stock record. If adjust- 
ment of the on-hand balance is required, enter 
the Julian date of the adjustment, the notation 
**U/I CHANGE," and the adjusted on-hand 
quantity before posting the receipt as illustrated 
•^n figure 12-24. 

Unit Price—When .the unit price in the 
receipt document differs, draw a single line 
through the old unit price, and enter the new 
unit price directly above (fig 12-24). 

Quantity— When the total quantity requisi- 
tioned is not received and a suffix code is in- 
dicated in column 44 of the receipt document, 
post the quantity received to the stock record. 
Line out the requisitioned quantity in the RE- 
QUISITIONS OUTSTANDING column, and 
enter the quantity remaining outstanding next to 
the deleted quantity as illustrated in figure 12-25. 
However, if there is io suffix code indicated in 
column 44 of the receipt document, consider the 
requisition as being complete. If the unfurnished 



balance is still required, prepare a NAVSUP 
1250 or 1250-1 to begin a new requisition. 

A receipt overage exists if the receipt 
quantity is more than that requisitioned or in- 
voiced. When a receipt overage exceeds $25 per 
line item, or if it involves controlled materiel 
(regardless of price), report the excess quantity 
as a receipt discrepancy on SF 364, Report of 
Item Discrepancy (ROID), under NAVSUP 
P-485. Only post the requisitioned quantity to 
the stock record as a receipt. The excess quan- 
tity, with a copy of the ROID attached, is set 
aside pending disposition instructions from the 
action addressee of the ROID. When a receipt 
overage does not exceed $25 or involve con- 
trolled materiel, store and post the total quantity 
received to the stock record. However, if reten- 
tion of the excess quantity is not desired, you 
have to return it to the issuing activity or transfer 
it to an ashore supply activity under the pro- 
cedures in NAVSUP P-485. In this case, only 
post the retained quantity to the stock record. 

A receipt shortage exists if the receipt quan- 
tity is less than that invoiced. When a receipt 
shortage exceeds $25 per line item, or it involves 
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Figure 12-24.— Posting unit of issue and unit price ciiitngcs to stock records. 
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Figure 12-25.— Posting partial quantities to stock records. 



(1 


iA<n 1 41 1 l/t/( 

18 APR 76 




•M 1 m 

" mm 


1 $m \m 
















/ 







123.178 



controlled materiel (regardless of price), post the 
actual receipt quantity to the stock record. 
Report the deficient quantity as a receipt dis- 
crepancy. Keep a copy of the ROID and the ap- 
plicable receipt document in the MOF until you 
receive replacement materiel or a credit invoice. 



If the reply to the ROID is negative, prepare a 
NAVSUP 1250 or 1250-1 to report the receipt 
shortage as consumption under the Afloat Con- 
sumption, Cost, and Effectiveness Surveillance 
System (ACCESS) as shown in figure 12-26. 
When a receipt shortage does not exceed $25, or 
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Figure 12-26.~Report of receipt shortage as consumption. 
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if the involved controlled materiel cannot be readily reconciled with the issu- 
ing activity, post the actual quantity received to the stock record. Then 
prepare NAVSUP 1250 or 1250-1 as previously discussed and illustrated. 

Storage Location— When the receipted copy from the storeroom in- 
dicates the materiel was stored in ? different location from that indicated in 
the stock record, line through the location shown in the record as indicated 
here. ' 




Enter the new location Immediately in' block 10. When the receipted copy 
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indicates that an item is stored in multiple locations, enter them in the stock 
record as r Dwn in figure 12-27, ^ 

After receipts have been posted to the stock records, forward the receipt 
documents to the OPTAR records custodian who enters the materiel receipt 
data in the Requisition/OPTAR log as directed in the Financial Management 
of Resources^ NAVSO P-3013. Pass the receipt document to the requisi- 
tioner for attachment to the hardback copy of the related requisition from 
the MOF. Place both the receipt document and the hardback copy of the re- 
quisition in the MCF. 

POSTING OF SIM-DTO MATERIEL.— When SIM-DTO materiel is 
received and turned over to custodial departments, post the receipt 
documents -and related issue request simultaneously to the stock records 
maintained for SIM-DTO materiel. See the next illustration. The using and 
custodial departments initiate replenishment requisitions. 
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Figure 1^27.— PosUng additional locatloiw to stock records. 



Processing Completed DTO Materiel Receipt 
and Issue Documents— After the issue date and 
signature of the recipient of DTO materiel have 
been entered in a receipt document, the follow- 
ing actions are required: 

• Remove the related issue request and re- 
quisition documents from the NIS/NC file or 
MOF. In the original and green copy of the 
NAVSUP 1250 or the green copy of the NAV- 
SUP 1250-1 , enter the materiel issue date in data 
block 7. If required, change the quantity in data 
block 25 to that actually received. 

• Determine whether a stock record is 
maintained for the item, post the receipt, and 
issue simultaneously. 



• Put the original of the NAVSUP 1250 in 
the consumption file, and place the green copy 
of the NAVSUP 1250 or 1250-1 in the 
Maintenance Data Collection System (MDCS)/ 
ACCESS file. . 

• Post the materiel issue date indicated in 
the receipt document to the Requisition/ 
OPTAR log as directed by NAVSUP P-3013. 

• Attach the hardback copy of the related 
requisition from the MOF to the receipt docu- 
ment. 

• If the item received is controlled equi- 
page, post the receipt to the Controlled 
Equipage Custody Record NAVSUP 306. If the 
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item is * 'Signature Required," obtain the 
department head's signature for the increased 
on-hand balance. 

# File the receipt document and the hard- 
back copy of the related requisition in the MCF. 

CONTROLLED MEDICINALS 
AND NARCOTICS 

The custodial responsibility of narcotics, 
alcoholic beverages, and dangerous drugs is 
vested in the commanding officer. An officer of 
the Medical Department, or in such an officer's 
aBscncc, an officer designated by the command- 
ing officer^ will keep all unissued controlled 
substances in a separate locked compartment. 
Controlled substances include tranquilizers, 
alcoholic beverages, alcohol, hypnotics, ex- 
citants, and narcotics that require special 
custodial care. Medicinals are designated con% 
trolled substances by the symbol "Q" or ''R" in 
the notes column of the Federal Supply Catalog 
or by the force medical officer. 

Bulk Custodian 

The commanding officer will appoint an 
officer of the Medical Department or another 
officer that he or she designates in writing as the 
bulk custodian. This officer will be responsible 
for, and maintain custody of, all bulk controlled 
substances. 

Security 

Access to controlled substances is limited to 
the bulk custodian and the senior Medical 
Department representative (SMDR). Only in- 
dividuals whose official duties require access to 
such spaces will be provided the safe combina- 
tions. 

Accountability 

The bulk custodian and the SMDR are 
responsible for the receipt and custody of con- 
trolled substances. Each unit must maintain a 
detailed record of the receipt, transfer, survey, 
dispensing, and expenditure of controlled 



substances by entering information in a loose- 
leaf binder. The sick call treatment log and 
health and dental records are examined against 
this record by the Controlled Substances Inven- 
tory Board. Facsimile signatures or initials on 
controlled substances records is prohibited. The 
SMDR is the custodian of the working stock and 
holds the combination to the working stock safe. 
Report losses to the nearest Drug Enforcement 
Agency (DEA) regional office as specified in 
MANMED 21-25, Dispose of deteriorated items 
as described in MANMRD 21-26. Enter appro- 
priate entries for losses or disposals in the Bulk 
Custodian's Log. 

Inventory Board 

Monthly or more frequently, if necessary, 
the Controlled Substances Inventory Board will 
take an inventory of controlled substances. The 
commanding officer will appoint the members 
of the board in writing. The board will consist of 
three members, at I'^sst l\>o of whom will be 
commissioned officers. After the board con- 
ducts the monthly inventory, it will submit a 
report to the commanding officer. The officer 
having custodial responsibility cannot be a 
member of the Board. On small ships and in- 
stallations, the SMDR may be a board member. 

Survey of Controlled Substances 

Destroy controlled substances in the presence 
of at least one member of the survey board. 
Remove the amount destroyed from the stock 
records and the controlled substances log. 
Destroy items in a manner that ensures total 
destruction and prevents subsequent use* 
Destruction must be done in a manner that 
meets Federal, State, and local air and water 
pollution control standards. 

PROPERTY SURVEYS 

A survey is the procedure required by Navy 
Regulations when property must be condemned 
as a result of damage or deterioration; appraised 
for loss of utility; or acknowledged as non- 
existent as a result of theft or loss. It is an ad- 
ministrative review of the condition of materiel, 
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the cause of the condition, and the responsibihty 
therefore. It is also an authorization to expend 
the materiel from the records, decrease the 
monetary value, or transfer materiel from the 
regular Federal group to a property disposal 
account. 

Formal Survey 

When a formal survey is required, the com- 
manding officer will appoint a commissioned 
officer or civilian employee (GS-11 or higher) to 
conduct the survey. When circumstances war- 
rant as in the loss of high dollar value property 
or in cases where there might be criminal action 
or gross negligence, the commanding officer 
may appoint a board of three or more commis- 
sioned officers or civilians (GS-11 or higher) to 
conduct the survey. 

The following individuals may not serve as 
survey board members: ^ 

• Commanding officer 

• Person in whose custody the materiel is 
charged 

• Person on whose records the materiel is 
carried 

Informal Survey 

An informal survey is conducted when a for- 
mal survey is not directed by the commanding 
officer. The survey is made by the department 
head having custody of the materiel to be 
surveyed. 

PLANT PROPERTY 

Plant property includes all real property 
either owned or accounted for by the Navy. It 
also includes personal property of a capita 
nature located in activities composing the Naval 
Shore Establishment or in plants of private con- 
tractors. 

• Real Property— any interest in land or 
anything permanently attached to it; including 
structures, fixtures, and improvements 



• Personal Property— a right or interest in 
anything movable or separate from real property 

Plant property is divided into four classes for 
the purpose of management, financial and 
technical control, and related expenditures. 

• Plant Property Class I— laud 

• Plant Property Class 11— buildings and 
improvements 



• Plant Property 
(less industrial) 



Class 111— equipment 



• Plant Property Class IV— industrial 
equipnient 

The accountability and reporting of plant 
property applies to all active, inactive, and 
standby activities of the Naval Shore Estabhsn- 
ment. In some instances, the Operating Forces 
ashore must also account and report on p ant 
property under their control. All classes of plant 
property must be inventoried every 3 years. 

The Chief, BUMED, assists the Chief of 
Naval Materiel, NAVCOMPT, and the Naval 
Facilities Engineering Command administer the 
plant property system under his control. 



PLANNING AND ACQUIRING 
MEDICAL AND DENTAL 
INVESTMENT EQUIPMENT 

Each year the Navy spends considerable 
sums in purchasing new equipment. To ensure 
that needed items are obtained expeditiously re- 
quires long-range planning. The equipment you 
receive during your tour of duty may have been 
ordered by your predecessor, and what you 
order may not arrive until your replacement is 
on board. BUMEDINST 4235.7 contains the 
necessary information to determine the life 
expectancy of various types of medical and den- 
tal equipment. Figure 12-28 is an example of the 
form used to submit and justify your re- 
quirements. 
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Figure 12-28.— Medlcml and denU! Inveatment equipment Jastirfcation form. 
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DECEDENT AFFAIRS 



When a death occurs within a naval com- 
mand, the Medical Department is usually called 
upon for assistance in the search, identification, 
and disposition of the remains. 

At large commands or medical facilities, the 
Decedent Affairs Officers and their staffs pro- 
vide these services. However, there are times 
when senior corpsmen, especially on indepen- 
dent duty, are more or less on their own. 
Therefore, a good general knowledge of Dece- 
dent Affairs procedures is essential. 

All senior hospital corpsmen should have a 
working knowledge of the Decedent Affairs 
Manual, BUMEDINST 5360.1, which spells out 
the precise steps for care of the dead. This 
chapter merely highlights the manual; you must 
consult it for detailed information. 

The remains for which the Navy is respon- 
sible are cared for in keeping with the highest 
traditions of the Navy and Marine Corps. Sur- 
vivors of the deceased are given all possible con- 
sideration within the limits of existing statutes 
and directives. Recovery and identification of 
remains must be accomplished as rapidly as 
possible consistent with the highest standards of 
professional care. Information must be released 
as quickly as possible to the next of kin (NOK); 
minimum time should elapse between death and 
the return of remains to the survivors. Program 
procedures are coordinated at the departmental 
level to assure uniformity within DOD. 



CASUALTY ASSISTANCE 
CALLS PROGRAM 

Guidance for this program is provided in the 
Manual for Casualty Assistance Calls Program 
(CACP) BUPERSINST 1770.2, and the Bureau 



6f Naval Personnel Manual (BUPERSMAN). 
NAVPERS i5791B. Although this program is 
administered by the Commander, Naval Military 
Personnel Command (NMPC), and is not iden- 
tified as part of the Decedent Affairs Program, 
it is closely related. It details the rights, benefits, 
and privileges to which the NOK of members 
who die or become missing while on active duty, 
01 active or inactive duty for training are entitled 
to. 



THE CURRENT DEATH PROGRAM 

This program provides services concerning 
the care and disposition of the remains of per- 
sons who are eligible for these services by 
specific statute. It is operational on a y^orldwide 
basis during peacetime; it may continue in an 
area of conflict during major military operations 
depending on the tactical situation and logistical 
support capability. 



CONCURRENT RETURN PROGRAM 

This program combines the Current Death 
Program and Graves Registration (OR) Pro- 
gram. It originates as GR providing search, 
recovery, and evacuation of remains to a pro- 
cessing point and terminates in the Current 
Death Program requiring identification and 
preparation In a mortuary and transportation to 
a final destination designated by the primary 
next of kin. When terminated, the Concurrent 
Return Program will be phased into the Current 
Death Program or GR Program. 
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GRAVES REGISTRATION PROGRAM 

When the situation permits, remains will be 
returned to the next of kin im.mediately, con- 
bistcnt with proper care of remains and transpor- 
tation. When military operations reach a level 
where remains can no longer be handled under 
peacetime procedures, ? directive will be issued 
suspending the Current Death Program in the 
specific geographic area. At this point, the 
Graves Registration Program will go into effect. 
While this program is similar to the Current 
Death Program, it also provides for temporary 
interment and subsequent disinterment, inden- 
tification, casketing, and return of remains to 
the place designated by the NOK. Details of the 
program are contained in NAVMED P-5016 and 
NAVMC 2509-A, Handling of Deceased Per- 
sonnel in Theaters of Operations. 



ELIGIBILITY FOR 
DECEDENT AFFAIRS 

Navy and Marine Corps members who expire 
while serving on active duty and who have not 
been dropped from the rolls of their organiza- 
tion: prior to their demise, are entitled to Dece- 
dent Affairs Program benefits. Generally, all 
persons under the jurisdiction of the 
Department of the Navy are entitled to some 
decedent benefits, i.e., bonafide dependents are 
entitled to transportation of remains at Govern- 
ment expense and civilian employees on TDY in 
CONUS or employed in overseas locations are 
entitled to certain limited Decedent Affairs Pro- 
gram benefits. For details see BUMEDINST 
5360.1. 



NOTIFICATION OF DEATH 

When death occurs, the Personnel Casualty 
Report (Death),' Report Symbol BUPERS 
1*770-4 Officer/Enlisted, is required. For missing 
personnel, the report is entitled *Tersonnel 
Casualty Report (Missing/Missing in action). 
Report Symbor BUPER^ 1770-4 Of^ 
ficer/Enlisted.*' 



A personnel casualty report is required on all 
Navy personnel, former members, dependents 
and members of other Armed Forces who expire 
on naval installations, and civilians who become 
casualties while serving with or attached to Navy 
commands. The report will be submitted by 
priority message by the commander or im- 
mediate senior in command of the unit that suf- 
fers the casualty.^ If the casualty occurs away 
from the member's command, the naval activity 
first contacted about the casualt> will notify the 
member's command, NMPC, BUMED, the 
Jud^e Advl>cate General (JAG), the Regional 
Medical Office in the region where death 
occurred^ and the Navy Finance Center, 
Cleveland, Ohio by* priority message. The 
message will contain a request for the member's 
command to make a complete report. If the 
member's command is unknown, NMPC will be 
informed; an information copy of this notifica- 
tion will be sent to JAG. NMPC will then re- 
quest that the member's command be contacted 
and requested to make a complete report. 
Deceased or missing members will be reported 
by priority message to NMPC, BUMED, the 
Regional Medical Office in the region where 
death or disappearance occurred (Refer to BU- 
MEDINST 6320.32 series), and tho comman- 
dant of the naval district in which the primary 
and secondarv NOK reside; or (in case of a 
member's death) the senior naval commander of 
the area outside CONUS in which the primary 
and secondary NOK reside. 

If the decedent was a Maiine Corps member, 
follow notification procedures and message for- 
mats contained in the Marine Corps Casualty 
Procedures Manual (MARCORCASPRO- 
MAN), MCO P3040.4 series. Also notify the 
Regional Medical Office for coordination and 
contractual arrangements desired. 

NOTIFICATION OF NEXT OF KIN 

In all cases of death involving naval 
personnel, the NOK must be promptly notified 
in person by a uniformed Navy representative. 
The notification must be between the hours of 
0600 and 2200 except when a member has been 
hospitalized in serious or very serious condition 
within CONUS and the NOK is already aware of 
the prognosis. In such cases, notification may be 
made by telephone. Every notification must be 
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confirmed in writing. If undue delay in notifica- 
tion is foreseen , (in excess of 24 hours from 
receipt of casualty information), notify NMPC 
by telephone. 

Within CONUS, it is the responsibihty of the 
member's CO to ensure that personal notifica- 
tion is made. Outside CONUS, NMPC will en- 
sure that personal notification is made through 
the appropriate senior commander overseas. 

See BUPERSMAN 4210100 for full details 
and examples of basic telegram formats for 
notification and confirmation of death. The for- 
mats are presented for guidance only and rigid 
adherence is not required; however, the formats 
should not be unnecessarily altered. 

Condolence Letter 

With the exception of personnel missing in 
action and those cases in which the primary ot 
secondary NOK is criminally charged in the 
member's death, COs will write a letter to the 
primary and secondary NOK in all cases within 
48 hours of the casualty. The letter, in addition 
to expressions of condolence, should contain ap- 
propriate details of the casualty; however, no 
details should be included which are likely to ag- 
gravate or distress the NOK. A copy of the letter 
must be sent to NMPC and OJAC (Investiga- 
tions Division). 

Autopsy Reports 

An autopsy will be performed on the remains 
of all persons who die on active duty or active 
■ duty for training wheh the CO deems such pro- 
cedure necessary. The CO's request for an 
autopsy may be self-initiated or based upon the 
recommendation of ,an investigating officer, 
'Other fact-finding body, or medical officer. An 
autopsy may be necessary to determine the true 
cause of death, to get information for com- 
pleting military records, or to protect the welfare 
of the military community. 

The Manual of the Medical Department 
states that when an aircrew member dies while 
serving as an aircrew member on a military air- 
craft, the medical officer will recommend to the 
CO that an autopsy be performed to determine 
the cause of death. The cause of the death m 



these cases is interpreted to mean any correlation 
between pathological evidence and the accident 

cause factor. 

When an autopsy is deemed necessary tor 
retired personnel or nonmilitary persons who die 
at a naval treatment facility or at a Navy installa- 
tion written authorization from the NOK must 
be obtained before the autopsy is performed. 
The request for autopsy should be incorporated 
in the casualty notification as directed in 
BUMEDINST 5360.1. 

SEARCH, RECOVERY, AND 
IDENTIFICATION 

The need of these operations usually results 
from an act of violence such as an aircraft acci- 
dent, fire, or explosion. Incidents of this nature 
require the designation of an administiative fact- 
finding body such as a Board of Investigation or 
Court of Inquiry. Usually this responsibihty is 
delegated to the naval activity having necessary 
capabilities at or nearest the scene of the 
disaster. The physical conduct of search and 
recovery operations is part of the fact-finding 
body's function. If identification problems arise 
concerning a death within CONUS and these 
cannot be resolved locally, the Naval Regional 
Medical Officer (formerly DM0) concerned and 
BUMED will be advised immediately by 
telephone or priority message. If the death oc- 
curs outside CONUS, the death will be reported 
by priority message. The Commandant of the 
.Marine Corps (CMC) must be notified when a 
marine dies. If the death involves a member of 
another service, BUMED should be notified by 
priority message for coordination. 

RECOVERY AND IDENTIFICATION 
PROCESSING 

The recovery and identification of remains 
should be accomplished as directed in 
BUMEDINST 5360.1. When the CO is satisfied 
that identification is established beyond doubt 
and documented accordingly, the remains may 
be considered identified. All remains except 
those that have been positively identified and are 
anatomically complete will require additional 
study and processing by an identification 
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specialist. BUMED will establish final conclu- 
sions and take action required for final 
disposition of these remains if shipped from 
outside CONUS to CONUS. Disposition of 
unidentified remains will be directed b> 
BUMED or CMC as appropriate. 

Final conclusions will result in one of the 
following determinations after a thorough stud> 
of all evidence: 

a. Identified remains 

b. Unidentified, but believed to be a spe- 
cific individual 

c. Unidentified remains 

d. Group remains, known individuals 

e. Group remains, unknown individuals 

Every effort will be made to ensure that all 
remains have been recovered. However, if addi- 
tional portions of human remains are recovered 
from the site of a disaster after initial release of 
the remains, all supplementary information will 
be sent by priority message to BUMED. No in- 
formation will be released to the NOK, family, 
or news media unless directed by BUMED. Per- 
sonal effects found on or with remains, after 
having served all identification purposes, will be 
disposed of in accordance with current instruc- 
tions contained in the NAVSUP Manual or 
MARCORCASPROMAN as appropriate. 

When search, recovery, and identification 
operations continue for more than 36 hours, 
chronologically numbered progress reports 
(Search, Recovery, and Identification Opera 
tions Progress Report, Report Symbol MED 
5360-6) will be dispatched every 24 hours to 
BUMED with appropriate information ad 
dressees as directed by BUMEDINST 5360.1. 



PROCURING MORTUARY SERVICES 

Mortuary services include all necessary sup- 
plies and services required in the removal, 
preservation, clothing, casketing, and cremation 
or interment of the remains of individuals 
eligible for Decedent Affairs benefits. Mortuary 
services within CONUS are provided by naval 
activities through (1) annual contracts awarded 
to funecal directors serving the local area of ac- 
tivities anticipating 10 or more deaths per year. 
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(2) individual purchase orders issued wheic an 
annual contract is not in effect, or (3) private ar- 
rangements made by the NOK subject to reim- 
bursement. 

The NOK should be tactfully encouraged to 
allow the Navy to make all primary care ar- 
rangements since greater benefits *can be 
furnished through our procedures. For full in- 
formation concerning procedures and author- 
ized items, see BUMEDINST 5360.1. 

PREPARING AND 
PROCESSING REMAINS 

It is imperative that preservative treatment be 
started as soon as possible after death. The naval 
authority having decedent affairs responsibility 
should maintain close coordination with ap- 
propriate military or civilian authorities to 
assure prompt release and delivery of the re- 
mains to the mortuary facility. All remains must 
be prepared under approved high standards of 
the mortuary profession and returned to the 
final destination in their most normal, lifelike 
appearance. 

Government mortuary facilities are located 
in various overseas areas and have the respon- 
sibility to furnish mortuary services for all 
eligible categories of military and civilian per- 
sonnel. For location of these facilities see 
BUMEDINST 5360.1. 

When death occurs in areas not listed, 
assistance should be requested from the senior 
naval command. In some areas the State Depart- 
ment may be able to assist. The senior naval 
command may also be able to arrange airlift of 
remains from place of death to a point where 
Government or commercial mortuary facilities 
are available or dispatch an embalmer from an 
overseas Government mortuary to the place of 
death. 

INITIAL PREPARATION 

For guidance on basic preservation tech- 
niques in remote overseas areas or aboard ship 
where Navy approved contractors or U.S. li- 
censed embalmers are not available, see 
BUMEDINST 5360.1. 
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Refrigeration 

Remains may be preserved by refrigeration 
for sliort periods pending arrival of a vessel at a 
port where necessary facilities are available. To 
minimize cellular deterioration, remains should 
be refrigerated above the freezing point at 36° to 
AO" F. 

Certificate of Death (Overseas), DD-2064 

When remains are transported to another 
overseas area or to a port of arrival in CONUS, 
tnree signed copies of the DD-2064 must accom- 
pany the remains. For specific information con- 
cerning preservation, casketing, and shipping- of 
remains, see BUMEDINST 5360.1. 



CREMATION 

' When requested in writing , and/or by 
telegram, cremation is authorized subject to 
compliance with civil regulations. No overt ac- 
tion by naval authorities should be made to en- 
courage NOK to elect cremation. Cremation will 
not be permitted if any question exists whether a 
specific individual has the legal right to direct 
disposition of the remains. Details concerning 
cremation are contained in BUMEDINST 
5360.1. 

AT SEA DISPOSITION 

Eligibility-refer to BUMEDINST 5360.1 
series. In CONUS, Requests for committal of in- 
tact remains or cremains at sea or for dispersal 
of cremains by aircraft should be referred to the 
Naval Regional Medical Office for the district in 
which the requested port is located. Ou^ide 
CONUS, the Staff Medical- Officer of the fleet 
Commander-in-Chief or area commander can 
coordinate arrangements for such disposition. 
Cases which cannot be resolved at the delegated 
authority level will be referred to the Chief of 
Naval Operations (CNO) for disposition. 

TRANSPORTATION OF REMAINS 

It is the responsibility of the activity arrang- 
ing the transportation to provide confirmed 
schedule activity to provide transportation as 



expeditiously as possible by whatever method 
meets the requirements. Consideration should 
be given to any special desires of the NOK in- 
cluding releasing the remains for transportation 
that they may provide. 

AUTHORIZED METHODS OF 
TRANSPORTATION WITHIN 
THE UNITED STATES 

By Raii 

In most parts of the U.S., remains may be 
transported as baggage, but this method of 
transportation is rarely used anymore. However, 
when used, two first-class tickets are required 
for the remains. When an escort is used, a 
seperate first-class ticket is used for the'escort; 
this may require a round-trip ticket for the 
escort if return is to be by rail. 

By Commercial Air 

Commercial air may be supplemented by 
either rail or funeral coach transportation. The 
escort must travel with the remains. If delays 
enroute or changes in schedule occur, the escort 
must notify the installation arranging the 
transportation and the consignee. 

By Funeral Coach 

Tv>is method may be used: 

1 . If a common carrier is not available. 

2. If a common carrier is available only part 
of the way to the city designated by the NOK, 
for the remaining portion of the transportation 
authorized. 

3. If the cost is not in excess of the common 

carrier cost. 

4. As a continuation of common carrier 
service when remains arcconsigned directly to a 
national cemetery or to a Navy cemetery or plot, 
and the cemetery cannot provide transportation 
from' the terminal to the-cemetery. 

5. For transfer of remains from the place of 
preparation to another local funeral home, to a 
local cemetery, or to a common carrier terminal. 

6. When requested by the NOK and they 
defray costs in excess of the method that would 

• have been used by the Government. 
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TRANSPORTATION OF CREMATED 
REMAINS (CREMAINS) 

Cremains of active duty military personnel 
will be hand-carried by an escort using commer- 
cial air, rail, or funeral director's or other ap- 
propriate vehicle. Cremains of other than active 
duty military personnel may be forwarded by 
conimon carrier, express, parcel post, or 
Government transportation. 

AUTHORIZED TRANSPORTATION 
TO OR FROM CONUS 

Remains of eligible decedents will be 
transported by the most expeditious U.S, 
Government facilities; normally Government air 
(MAC flights) is used. If such transportation is 
^ not available, impractical, or would cause undue 
delay, commercial air-may be authorized. 

If transportation of remains is being made 
between two activities outside the U.S., or from 
an outside activity to the U.S., three copies of 
DD 2064 and any other required forms must be 
securely attached to, or enclosed securely in, the 
head envelope attached to the modern outer 
case. From the U.S. to a point outside the U.S., 
three certified copies of the civilian certificate of 
death will be procured. 

SPECIAL TRANSPORTATION 
REQUIREMENTS 

Remains of Contagious Disease Victims 

Such remains must be prepared as local re- 
quirements dictate and placed in a hermetically 
and permanently sealed metal casket. The 
human remains transfer case is adequate for 
returning such remains from overseas areas if a 
polyethylene wrap is used as explained in 
BUMEDINST 5360.1. In all localities, the same 
diseases are not classified as communicable or 
contagious; accordingly, civil health authorities 
should be consulted to" determine the re- 
quirements. ^ 

Disinterred Remains 

Remains may be disinterred and transported 
at Goverimient expense when temporary inter- 
ment was required without the consent of the 



person designated to direct disposition of the 
remains. However, if interment was directed by 
the NOK, subsequent disinterment and 
transportation of the. remains will not be at 
Government expense except upon specific 
authorization of BUMED. Special permission of 
local health authorities must be obtained before 
the remains may be disinterred and transported 
to another locality. 

Disinterred remains will be enclosed in 
hermetically sealed metal caskets or metal-lined 
outer cases. A Navy transfer case may be 
substituted for a casket when transporting re- 
mains from outside CONUS to CONUS. 

TRANSPORTING REMAINS DURING 
YEAR-END AND HOLIDAYS 

Unless specifically requested by the NOK, re- 
mains will not be shipped to arrive at a destina- 
tion on Thanksgiving Day, 22 through 26 
December, or 1 January. A definite under- 
standing should be reached with the NOK. 

ESCORTS 

Escorts are provided to accompany remains 
to ensure prompt safe delivery as a mark of 
respect to the decedent and as an indication of 
the Navy's desire to help the NOK. Only one 
escort is authorized; however, more than one 
may be assigned if not used concurrently. 

Within CONUS, an escort will be detailed to 
accompany the remains or cremains of each 
Navy and Marine Corps decedent to the final 
destination. Arranging for the escort is the 
responsibility of the activity arranging the 
transportation. This may be coordinated with 
the last duty station of the deceased. 

When remains are consigned to a place out- 
side CONUS where Armed Fgrces represent- 
atives or other Government officials are not 
available to receive, transfer, or otherwise assist 
in transportation arrangements, military escorts 
will be provided. 

Unless a special escort is authorized, remains 
transported via MAC aircraft from a point out- 
side CONUS to a CONUS port of entry will not 
be accompanied by an escort. The escort will be 
detailed by the military activity responsible for 
transportation arrangements at the (TONUS port 
of entry. 
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Problems concerning arrangements for a' 
Navy escort that cannot be resolved by the 
responsible command should be referred to the 
commandant of the naval district in CONUS or 
the responsible area commander outside 
CONUS. All problems concerning Marine 
Corps escorts will be referred to the CMC. 

Any Navy member on active duty may serve 
as an escort. Navy members who volunteer may 
be acceptable if they meet criteria indicated for 
selection of regular escorts. If desired by the 
NOK» a specifically named civilian or member of 
another service may be assigned as an escort. An 
escort in retired or inactive status should be 
treated as a civilian. 

Within CONUS, special escorts requested by 
the NOK will be permitted whenever possible. 
Requests for special escorts to accompShy re- 
mains shipped from overseas to CONUS, from 
CONUS overseas, or between two overseas 
points can only be granted when the person 
requested is closely related to the decedent. 

SELECTION OF THE ESCORT 

Unless a special escort is requested by the 
NOK, the escort should be of the same branch of 
service, status, and paygrade as the deceased 
The escort should be a friend of the deceased 
from the same unit and preferably of the same 
religion wherever possible. 

DUTIES OF TKE ESCORT 

A naval escort is a representative of the Navy 
who will be required to perform services of a 
very special and personal nature. It is very im- 
portant that these duties are thoroughly ex- 
plained to the escort before such duty starts. 
Providing instruction to the escort is the respon- 
sibility of the command arranging transporta- 
tion of the remains. The Manual for Escorts of 
Deceased Navy Personnel, NAVPERS 15955^ 
will assist in this function. For additional infor- 
mation see BUMEDINST 5360.1. 

DISPOSITION OF 
PERSONAL EFFECTS 

The CO will order all personal effects of the 
deceased to be collected and inventoried except 
where the member occupies Government or 



public housing and the spouse requires no 
assistance. In the event the spouse dies 
simultaneously with the service member, the CO 
will cooperate with any surviving relatives of the 
deceased and "civil authoritics^in -providing pro- 
tection for the property of the deceased. 

The CO will appoint an inventory board con- 
sisting of two members. Normally, one member 
is a commissioned officer. The inventory will be 
recorded on an Inventory of Personal Effects 
Form, NAVSUP Form 29. An original and four 
copies will be prepared, duly attested, and 
signed by the board members. The board will 
send all five copies with the personal effec:ts to 
the supply officer for completion, disposition, 
,and signature. The supply officer will return 
three signed copies. The inventory board will 
sendjone copy to NMPC, file one in the service 
record of the deceased, and send one to the of- 
ficer who appointed the board. 



CIVIL CERTIFICATES OF DEATH 

A civil certificate of death must be obtained 
if a death occurs within one of the 50 United 
States or the District of Columbia. If the death 
occurs outside these areas, with the exception of ^ 
Guam, a Certificate of Death (Overseas), DD ^ 
2064, must be prepared. See figures 13-1 and 
13-2. This is in addition to the civil certificate of 
death; however, the civil certificate of death is 
not required in all overseas areas. Civil 
authorities should be consulted to determine 
local requirements. When a death occurs at a 
naval activity in any state, territory, or insular 
possession of the U.S., the CO will report the 
death to civil authorities (usually the coroner or 
medical examiner). It is a general practice to 
complete a civil certificate of death for all deaths 
occurring in naval medical facilities. 

The medical officer or the Medical Depart- 
ment representative of the ship or station to 
which the deceased was attached will obtain the 
certificate from civil authorities. If requested by 
the authorities, the civil certificate of death may 
be prepared and signed by a navaL. medical of- 
ficer. If problems arise in getting a certificate, 
the assistance of the Naval Regional Medical Of- 
fice for the district in which the death occurred 
, should be requested. If death occurs abroad and 
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Figure 13-L— DD 2064, Ccrdficatc of Death (Overseas) (Front). 
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Figure 13-2.— DD 2064, Certificate of Death (Overseas) (Back). 



no naval \activity is available, the nearest con- 
sular officer should be requested to get a 
certificate) The medical officer or Medical 
Department representative will prepare and for- 
ward a DD 2064 with the civil certificate of 
death, supporting papers, and the closed Health 

Record. ^ 

In general (except where^the state has 
retained concurrent jurisdication with the U.S.), 
civil authorities have no jurisdiction over deaths 
occurring on naval reservations. However, a 
transit or burial permit must be obtained from 
civil authorities to remove the remains from a 
naval reservation either for shipment or burial. 
If death of any person for whom the Depart- 
ment of the Navy has responsibility occurs out- 
side the limits of a naval reservation, the remains 
normally will not be moved until permission has 
been received from civil authorities. 

DISTRIBUTION OF COPIES 

1. When death occurs to a Navy or Marine 
Corps member in one of the 50 United States or 



the District of Columbia, follow local civil 
requirements. In addition: 

a. For active duty decedents, one copy of 
the civil certificate of death is sent with the 
closed Health Record and one copy is sent to the 
Commanding Officer, Naval Medical Data Serv- 
ices Center, Bethesda MD 20014. 

b. For inactive duty Navy decedents, one 
copy is sent to the Naval Reserve Personnel 
Center, 4400 Dauphine St., New Orieans LA 
70149. 

c. For active and inactive duty Marine 
Corps decedents, one copy is sent to the Com- 
mandant of the Marine Corps, Code MSPA-lv 
Department of the Navy, Washingtion DC 
20380. 

d. For other deaths, follow local civil re- 
quiremeiits. 

Z. When death occurs lOutside the 50 United 
Stater^N|ie District of Columbia, follow local 
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civil requirements. In addition, a DD 2064 is 
prepared and copies are distributed as follows: 

a. For active duty decedents, the original 
is placed in the closed Health Record and one 
copy is sent to the Naval Medical Data Services 
Center as in **a" of item 1 above. 

b. For inactive duty decedents, the 
distribution is the same as in **b" and **c" of 
item 1 above. 

c. For other deaths, one copy is sent to 
the command indicated if the death occurred 
aboard a ship, at a naval station, or on a naval 
aircraft. For full details and addresses of these 
activities, refer to MANMED 17. ' 

When death occurs outside CONUS, three 
signed copies of DD 2064 will accompany the re- 
mains to CONUS. When death occurs within 
CONUS, three certified copies of the civil cer- 
tificate of death will accompany the remains 
from CONUS to outside CONUS along with all 
other forms required in BUMEDINST 5360.1 

NOTE : A certificate of death will not be 
piepared for persons listed as missing. 



PAYMENTS AND COLLECTIONS 

PRIMARY EXPENSES 
(MORTUARY SERVICES) 

If the NOK makes arrangements for disposi- 
tion of the remains rather than using services of 
DOD or completes funeral arrangements before 
DOD services are offered, the amounts outlined 
below are allowed toward incurred expenses. 
The figures quoted are subject to change, so 
check BUMEDINST 5360.1 for the latest 
authorized allowances. 

When an Armed Forces contract or mor- 
tuary is available but not used, an amount not to 
exceed what procurement would have cost the 
Navy over and above the contract expenses are 
allowable. 

When an Armed Forces contract or mor- 
tuary is not available, an amount not to exceed 
$500 may be paid. 



TRANSPORTATION EXPENSES 

If the NOK arranges for transportation of 
the remains, reimbursement may be made in an 
amount not to exceed what trail portation 
would have cost the Government. If the Navy 
has arranged for transportation and the final 
destination cannot be reached by common car- 
rier, reasonable costs may be allowed for sup- 
plemental transportation by funeral coach or 
other vehicle. 

INTERMENT EXPENSES 

Funeral and Burial Expenses 

The following allowances may be made 
toward interment expenses incurred by the 
NOK. 

a. If burial is made in a private cemetery, an 
amount not to exceed $900 is authorized. 

b. If remains are consigned to a funeral 
director selected by the NOK before burial in a 
national or other Federal Government cemetery 
or committal at sea, an amount not to exceed 
$475 is authorized. 

c. If remains are consigned directly to a na- 
tional or other Federal Government cemetery or 
to a naval activity or ship for committal at sea, 
an amount not to exceed $75 is authorized. 



Memorial Service 

When the remains of eligible military 
personnel, whose determination of death has 
been made, are nonrecoverable, reimbursement 
to the primary NOK or their designee may be 
made for memorial service expenditures not to 
exceed $475. A claim for reimbursement may be 
allowed only if presented within 2 years after the 
determined date of death. The primary NOKv" 
must submit receipted invoices or a certified 
claim in five copies to the Naval Regional 
Medical Office for the region in which the 
memorial service was held. Amounts claimed 
must not exceed the amounjti..gctually expended 
and may not exceed the maxilinuit^ authorized, 
regardless of the amount expended. 
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PROCEDURES FOR REIMBURSEMENT 

DD Form 1375, Request for Payment of 
Funeral and/or Interment Expenses, should be 
used by the NOK for submitting a claim for 
reimbursement of primary, transportation, and 
secondary expenses when Government services 
were not used. This form should also be used as 
a claim for the interment allowance when the 
Navy has arranged for primary services and 
transportation. 

If Government services were not used when 
death occurred in CONUS, the claim will be for- 
warded to the Naval Regional Medical Office for 
the district in which death occurred. In areas 
outside CONUS, the claims should be sent to the 
appropriate area commander or to BUMED. 
The Regional Medical Officer, area commander, 
or BIJMED will adjudicate and pay for primary 
expenses and transportation costs to the 
common canier terminal at final destination. A 
claim should also be submitted to the Regional 



Medical Office or commander (Staff Medical 
Officer) of the area in which interment was 
made or to BUMED for payment of supple- 
mental transportation and interment allowance. 

When the Navy has arranged for primary 
services and transportation, clair^s for payment 
or reimbursement of supplemental transporta- 
tion and interment costs should be submitted by 
the funeral director or PNOK to the Naval 
Regional Medical Office for the district in which 
interment was made, to the activity in an 
overseas area of burial which has authority for 
local payment, or to BUMED. 

Activities incurring expenses in connection 
with disposition of remains of Navy and Marine 
Corps personnel need not report such expenses 
to BUMED. Activities obtaining services and 
supplies from commercial sources in arrslnging 
for disposition of the remains of other services 
will send a report (Report of Disposition and Ex- 
penditures—Remains of Dead, Report Symbol 
Med-5360-3) to the service concerned. 
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scope of this training course, 1-3, M 
sour(ies of information, 1-4 to 1-6 
the hospital corpsman rating, 1-3 
your horizon broadens, 1-1, 1-2 

Advancement in rating, 11-8, 11-17 
for patients, 11-17 

Advancement manual, 9-3 

Air conditioning, 5-5 , 

Allergic rhinitis, 2-21 

Allotments, 12-5 

Alveolar process, 2-44 

Amenorrhea, 2-40 

Anemia, 2-17 

Anesthesia, local, 2-45, 2-46 
Angina pectoris, 2-15 
Annual appropriations, 12-3 
Appendicitis, 2-11 
Appropriations, 12-3 to 12-5 

categories, 12-5 

status of, 12-4 

symbols, 12-4, 12-5 

types of, 12-3, 12-4 

Arthritis, 2-18 
Asbestos control, 5-28 



Aspiration pneumonia, 2-6 
Asthma, 2-7 

Atherosclerosis (hardening of the arteries), 2-15 
Atopic dermatitis, 2-24 
Aural furunculosis, 2-19 
Authority, delegation of, 8-1 
Autopsy reports, 13-3 
* Awards manual, 9-3 

B 

Bacilli, 7-2, 7-3 
Bacteriology, 7-1 to 7-3 

bacilli, 7-2, 7-3 

cocci, 7-2 

common bacteria, 7-2 

Bartholin's gland, cysts and abscesses of, 2-39 

Bibliography for Advancement Study, 1-4, 1-5 

Bland diets, 3-21, 3-22 

Blood grouping, 7-7 to 7-9 

BPAs, 12-30 to 12-32 

Breast conditions, common, 2-41 

Bronchitis, 2-6, 2-7 

Budgets, operating, 12-5, 12-6 

Bulkhead-to-bulkhead inventory, 12-40 

Bureau of Medicine and Surgery, the, 8-2 to 8-7 
administrative services, 8-7 
clinical ser\'ices, 8-5 to 8-7 
medical treatment facilities, 8-7 
Naval Regional Medical Centers and 
• Hospitals, 8-5 

Navy Medical Department, 8-2 to 8-5 
Navy Regional Health Care System, 8-5 
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Bureau of Naval Personnel Manual, 9-1, 9-2 
Bursitis, 2-17, 2-18 



C 



Calluses and corns, 2-25 
Caries, dental, 2-46 to 2-48 
Carbohydrates, 3-2 

Casualty Assistance Calls Program, 13-1 
Catalog, Federal Supply, 12-7 to 12-9 
Cellutitis, 2-27 
Cementum, 2-43, 2-44 

Central nervous system (CNS), traumatic 

conditions of the, 2-31, 2-32 
Cerebrovascular accident, 2-31 
Chain of command, 8-1 
Cholecystitis, 2-12 

Circulatory system, diseases of the, 2-14 to 2-! 7 
Civil certificates of death, 13-7 to 13-10 
Civilian Personnel Branch, 11-18 
Classified information, 10-5 to 10-8 
Clinical laboratory, 7-1 to 7-9 

bacteriology, 7-1 to 7-3 

blood grouping, 7-7 to 7-9 

ethics, 7-9 

fungus (pi. fungi), 7-6 

introduction, 7-1 

responsibilities, 7-9 

serology, 7-5, 7-6 

smears, 7-3, 7-4 
Clinical services, 8-5 to 8-7 
Cocci, 7-2 

Cognizance symbols, 12-6 

Colitis, nonspecific ulcerative, 2-11 

Collections and payments, decedent affairs, 
13-10, 13-11 

Communicable disease control, 5-22 to 5-27 
immunizations, 5-26 
quarantine regulations, 5-26, 5-27 
sexually transmitted disease, 5-22 to 5-25 
tuberculosis control program, 5-25, 5-26 

Concurrent Return Program, 1 3- 1 

Condolence letter, 13-3 

Congestive heart failure, 2-15, 2-16 

Conjunctivitis, 2-22, 2-23 

Constipation, 2-9 

Continuing appropriations, 12-3, 12-4 
Controlled medicinals and narcotics, inventory, 
12-56 



Contusions (black eye), 2-22 
Corneal abrasions, 2-22 
Correspondence, 1 0-1 to 10-5 
Correspondence manual, 9-3, 9-4 
Costochondritis (Tietze's syndrome), 2-17 
Count documents, 12-42 to 12-44 
Cremation, 13-5 

Current Death Program, the, 13-1 

Custody and maintenance of patient records, 

11-16, 11-17 
Cystitis, 2-13 



D 



Diabetes, 2-32, 2-33 

insipidis, 2-32, 2-33 

mellitus, 2-32 
Decedent affairs, 13-1 to 13-11 

at sea disposition, 13-5 

Casualty Assistance Calls Program, 13-1 

Civil certificates of death, 13-7 to 13-10 

Concurrent Return Program, 13-1 

cremation, 13-5 

disposition of personal effects, 13-7 ' 
eligibility for decedent affairs, 13-2 
escorts, 13-6, 13-7 
Graves Registration Program, 13-2 
notification of death, 13-2, 13-3 
payments and collections, 13-10, 13-11 
preparing and processing remains, 13-4, 
13-5 

procuring mortuary services, 13-4 

search, recovery, and identification, 

13-3, 13-4 
h: CWrent Death Program, 13-1 

transportation of remains, 13-5, 13-6 
Decompression sickness, 2-8 
Decontamination, 6-1, 6-2, 6-6, 6-7, 6-8, 6-9 

biological, 6-6 

chemical, 6-1, 6-2 

radiological, 6-8, 6-9 

stations, 6-7, 6-8 
Dendritic ulcer^-23 
Dental care^j^^l to 2-58 
Dentin, ??3 

Department of Defense, 8-1 

Department of Defense Information Security 

Program Regulation, 9-3 
Department of the Navy, 8-1 to 8-9 
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Department of the Navy Information Security 

Program Regulation, 9-3 
Dermatological conditions, common, 

2-24 to 2-28 
Diagnosis, physical, 2-1 to 2-3 
Diarrhea, 2-9 
Diary, personnel, 1 1-2 
Diet therapy, 3-1 to 3-23 
bland diets, 3-21, 3-22 
diets, 3-4 to 3-20 

modified or therapeutic diets, 

3-6 to 3-20 
objectives of diet therapy, 3-4, 3-6 
regular diet, 3-6 
food classification, 3-1 to 3-4 
carbohydrates, 3-2 
fats, 3-2 

minerals, 3-2, 3-3 
proteins, 3-1 
vitamins, 3-2, 3-4 
water, 3-4 
guide to good eating, 3-4, 3-5 
Directives Issuance System, Navy, 9-5 to 9-7 
Directives, types oi, 9-6, 9-7 
Discharges, 11-9, 11-10 
bad conduct, 11-10 
dishonorable, 11-10 
general, 11-9 
honorable, 11-9 

under other than honorable conditions, 
11-9 

Dishwashing, 5-15 to 5-17 
Disk, herniated, 2-31, 2-32 
Disposition of patients, 11-17, 11-18 
Dysmenorrhea, 2-39, 2-40 



E 



Ear, conditions of the, 2-19, 2-20 
Edema, pulmonary, 2-8, 2-9 
Embolism, pulmonary, 2-8 
Enamel, 2-43 

Endocrine disorders, 2-32, 2-33 
Enlisted Distribution and Verification Report, 
11-3 

Enlisted Service Record, 11-5, 11-6 
Enlisted Transfer Manual, 9-3 
Enteritis, regional, 2-11 
Envelopes and mailing 10-8, 10-9 



Epididymitis, 2-13 
Epilepsy. 2-30, 2-31 
Epistaxis, 2-20, 2-21 
Escorts, decedent affairs, 13-6, 13-7 
Ethics in the laboratory, 7-9 
Examination, physical. 2-3 to 2-5, 2-34 to 2-37, 
2-44, 2-45 

female genitalia. 2-34 to 2-37 

oral, 2-44, 2-45 
Extension of enlistment, 11-8 



F 



Fats, 3-2 

Federal Catalog System (FCS), 12-6 to 12-9 

Female specific conditions, 2-33 to 2-41 

Fibrinous pleurisy, 2-7 

Files, prescription, 4-5 

Filling the prescription, 4-3 to 4-6 

check for accuracy, 4-4 

prescription files, 4-5 

prescription labeling, 4-4 

verification, 4-3 

where and why prescriptions go wrong, 
4-5, 4-6 
Films, training, 1-6 

Finance and supply. Navy medical, 12-1 to 12-59 

Fixed medical treatment facilities, 8-7 

Fleet Marine Force (FMF), medical department 

support to, 8-8, 8-9 
Floaters, 2-23 
Folliculitis, 2-27 

Food and water, protection of, 6-5, 6-6 
Food classification, 3-1 to 3-4 
Food service sanitation, 5-5 to 5-17 
food service personnel, 5-13 
procurement, inspection, and storage of 

foodstuffs, 5-6 to 5-13 
responsibilities, 5-5, 5-6 
sanitary precautions for preparing and 

serving food, 5-13 to 5-15 
standards and sanitation of food service 

equipment and utensils, 5-15 to 5-17 
standards and sanitation of food service 
facilities, 5-17 
Foodstuffs, procurement, inspection, and 

storage of, 5-6 to 5 13 
Force/Activity Designator (F/AD), 12-11 
Fractured teeth, 2-55, 2-56 
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Fungus, 7-6 

Furuncles and carbuncles, 2-26, 2-27 



Gastritis, acute simple, 2-10, 2-11 
Gastrointestinal (GI) tract, diseases of the, 
2-9 to 2-12 

Genitourinary (GU) tract, diseases of the, 2-13, 

2-14 
Gingivae, 2-44 
Gingivitis, marginal, 2-49 
Glaucoma, acute, 2-21, 2-22 
Gonococcal arthritis, 2-18, 2-19 
Gouty arthritis, 2-18 
Gram's stain, 7-3, 7-4 

Mucker's modification of, 7-3, 7-4 

principle of, 7-4 

procedure for, 7-4 
Graves Registration Program, 13-2 
Guide to good eating, 3-4, 3-5 

H 

Halogenated hydrocarbons, 5-28, 5-29 
Headache, 2-29, 2-30 
Head injuries, 2-31 

HeaKh Care System, Navy Regional, 8-5 
Health record, the, 11-6 
Hearing conservation program, 5-29 
Heating, ventilation, and air conditioWng, 
5-2 to 5-5 

additional considerations aboard ship, 5-5 
air conditioning, 5-5 
definitions, 5-3, 5-4 
general, 5-2 
heating, 5-4 

stress and strain, 5-2, 5-3 

ventilation, 5-4, 5-5 
Hemorrhage, post exodontic, 2-54 
Hemorrhoids, 2-12 
Hepatitis, 2-12 
Herniated disk, 2-31, 2-32 
Herpes, 2-25, 2-26, 2o2 to 2-54 

labial, 2-52 to 2-54 

^implex, 2-25 

zoster, 2-26 
Hiatal hernia, 2-10 
High calorie diet, 3-6, 3-7 to j-9 
High protein diet, 3-7 
High protein, low carbohydrate diet, 3-23 
High residue diet, 3-14, 3-15 



Hodgkin's disease, 2-16, 2-17 
Hordeolum, 2-23 

Hospitals and Medical Centers, Naval Rti^nal, 

Hucker's modification of Gram's stain, 7-3, 7-4 

Hygien^, sanitation, and safety, personal, 5-21 

Hypertension, 2-16 

Hypeiihyroidism,-2-33 

Hypothyroidism, 2-33 • 

I 

Immediate reenlistment, 11-11, 11-12 

Immunizations, 5-26 

Impet^^o, 2-26 

Imprest fund, 12-11 

Information, sources of, 1-4 to 1-6 

NMPC publications, 1-4 to 1-6 

training films, 1-6 
Inguinal hernia, 2-11 
Injury report, 11-19 
Inspection, foodstuffs, 5-6 to 5-10 
Inventory management, 12-37 to 12-57 

controlled medicinals and narcotics, 12-56 

definitions* 12-3rto 12-39 

physical ihventory, 12-40 to 12-56 

plant property, 12-5T 

property surveys, 12-56, 12-57 

required forms, 12-39 

SIM, 12-40 

Investment equipment, planning and acquiring 

medical and dental, 12-57 to 12-59 
Iritis, 2-23 

Issue Priority Designator (IPD), 12-12 

V 

J 



Joint Travel Regulations, 9-4 



Labeling, prescription, 4-4 

Labial herpes, recurrent, and stomatitis, 

2-52 to 2-54 
Labyrinthine disease, 2-20 
Laryngitis, acute, 2-21 
Leave and liberty, 11-7 

Lener requests and message requisitions, 
12-21 to 12-28 
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Leukemia, 2-17 
Liquid diet, 3-6 

Local item control numbers, 12-6, 12-7 
Low calorie^iet, 3-9 to 3-12 
Lo)v carbohydrate, high protien diet, 3-23 
. Lowj)rotein diet, 3-12, 3-13 
Low residue diet, 3-16 to 3-1 & 
Low sodium dik, 3-16, 3-18 to 3-20 
Lymphadenitis^and lymphangitis, 2-17 



M 



Mailing and envelopes, 10-8, 10-9 
Manpower and Personnel Manage;nent 
Information System, 11-1 to 11-4 
Enlisted Distribution and Verification 

Report, 11-3 
Officer Distribution Control Report, 11-3, 

U-4 

the personnel diary, 11-2 
Manual for Courts-Martial, 9-2 
Manual of the Judge Advocate General, 9-2 ^ 
Manual of the Medical Department, 9-5 
Medical aspects of chemical; biological, and 
radiological defense, 6-1 to 6-10 
biological defense, 6-4 to 6-6 
decontamination, 6-6 
group protection, 6-5 
individual protection, 6-4, 6-5 
protection of food and water, 6-5, 
6-6 

chemical defense, 6-1 to 6-4 

decontamination, 6-1, 6-2 

self-prptcction and treatment, 6-1 

supplies, 6-2 to 6-4 
radiological defense, 6-6 to 6-10 

contaminated material and supplies, 
6-9. 6-10 

decontamination, 6-8, 6-9 - ^ 

decontamination stations, 6-7, 6-8 
self-protection, 6-6, 6-7 
Medical Centers ?nd Hospitals, Naval Regional, 

8-5 ^ ^ o 

"TSdedical Information Services Branch, 11-18 
Medicine and Surgery, Bureau of, the, 8-2 to 8-7 
Message requisitions and letter requests, 

12-21 to 12-28 
Minerals, 3-2, 3-3 

Monospot Slide Test (FSN 6505-01-005-4375) 
for infectious mononucleosis, 7-5, 7-6 



Mortuary services, procuring, 13-4 
MSD systems, 5-20 
Multiple-year appropriations, 12-4 
Musculoskeletal system, problems of the, 

2-17 to 2-19 
Myocardial infarction (MI), 2-15 

N 

Narcotics and controlled medicinals, inventory, 
12-56 

National Stock Numbers (NSN), 12-6 

Nausea and vomiting, 2-9 

Naval manuals, directives and reports, 9-1 to 9-8 

advancement manual, 9-3 

awards manual, 9-3 

Bureau of Naval Personnel Manual, 9-1, 
9-2 

correspondence manual, 9-3, 9-4 
Department of ^Defense Information 

Security^ Program, Regulation, 9-3 
Department of Defense Jdilitary Pay and 

Allowance.Entitl^ments Manual, 9-2 
* Department of the Navy Information 

Security^rogram Regulation, 9-3 
Department of the Navy Standard Subject 

Identification Codes, 9-4 
Enlisted Transfer Manual, 9-3 
Joint Travel Regulations, 9-4 
Manual for Courts-l^artial, 9-2 
Manual of the Judge Advocate General, 9-2 
Manual of the Medical Department, 9-5 
Naval reporting requirements, 9-7, 9-8 
Navy and Marine Corps '^'liHtary Pay 

Procedures, 9-3 
Navy Directives Issuance System, 9-5 to 9-7 
Navy Officers Classifications Manual, 9-4, 

9-5 

Navy Pay and Personnel Procedures 

Manual, 9-3 
Navy Register, 9-4 
Navy Regulations, ^9-1 
Navy^'tl-avel instructions, 9-4 
records retirement, 9-8 
Standard Navy Distribution List, 9-5 
Standard Organization and regulations of 

the U.S. Navy, 9-1 
Telecommunications User Manual, 9-4^ 
U.S. Navy Plain Language Address 

Directory, 9-4 
uniform regulations, 9-2 
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Navy and Marine Corps Military Pay 

Procedures, 9-3 
NAVSUP publications, 12-1 to 12-3 
Navy correspondence and classified 
information, 10- 1 to 10-9 

classified information, 10-5 to 10-8 
categories, 10-6, 10-7 
definitions, 10-5, 10-6, 
Standard Subject Identification Codes, 
10-7, 10-8 
correspondence, 10- 1 to 10-5 

determining the components of a 

communication, 10-2 to 10-4 
routing of, 10-4, 10;5 
types of correspondence and use of , 
each, 10-1, 10-2 
envelopes and mailing, 10-8, 10-9 
special mailing instructions, 10*9 
ZIP code, 10-9 
Navy Item Control Numbers (NICN), 12-6 
Navy medical finance and supply, 12-1 to 12-59 
allotments, 12-5 
appropriations, 12-3 to 12-5 
Federal Catalog System (PCS), 12-6 to 12-9 
inventory management, 12-37 to 12-57 
NAVSUP publications, 12-1 to 12-3 
' o^grating budgets, 12-5, 12-6 
planning and acquiring medical and 
dental investment equipment, 
12-57 to 12-59 
procurement, 12-9 to 12-32 
requisition file maintenance, 12-35 
stock points and sources of supply, 

12-32 to 12-35 
stowage, 12-36, 12-37 
Navy Officers Classificattions Manual, 9-4, 9-5 
Navy Register, 9-4 
Navy training courses,/! -5 
Necrotizing ulcerative gingivitis (NUG), 2-50 
Nervous system, disorders of the, 2-28 to 2-31 
NMPC publications, 1-4 to ^ -6 

Bibliography for Advancement Study, 
1-4, 1-5 
' Navy training courses, 1-5 
occupational standards^ 1-4 
other NMPC publication^/^, 1-6 
Personnel Advancement Requirement 
(RAR), 1-4 ^ 
Nonfixed medical treatment facilities, 8-7 
TTose, conditions of the, 2-20, 2-21 /^^ 
Notification of death, 13-2, 13-3 



O 



Occupational standards, 1-4 
Ocular system, disorders of the, 2-21 to 2-23 
Officer Distribution Control Report, 11-3, 11-4 
Officer Service RtQord, 11-4, 11-5 
Operating budgets, 12-5, 12-6 
Oral examination, 2-44, 2-45 
Organization, Navy, 8-1 to 8-9 
chain of command, 8-1 
delegation of authority, 8-1 
Department of Defense, 8-1 
Department of the Navy, 8-1 to 8-9 

Bureau of Medicine and Surgery, 

8-2 to 8-7 • 
Medical department support to the" 
Fleet Marine Force (FMF), 8-8, 8-9 
Osteitis, postexodontic, 2-54^.,.,^^^ 
Otitis, acute external (swimmer^$>ftijt^-19 , 
Otitis media, acute, 2-20 

Otomycosis, 2-19 » 
OTTO Fuel II, 5-29 - 
Outpatient, 11-16 
Over^tas'sourceG of supply, 12-35 



P 



Pancreatitis, 2-12 
Patient Affairs Division, 11- L5 
Payments and collections; decedent affairs, 
13-10, 13-11 

interitient expenses, 13-10 
^ ppfmary expenses {mortuary services), 13-10 

procedures for reimbursement, 13-11 

transportation expenses, 13-10 
Pediculosis corporis, 2-28 
Pediculosis pubis, 2-28 
Peptic ulcer, 2-10 
Periapical abscess, 2-48, 2-49 
Pericoronitis, 2-51, 2-52 
Perdiculosis capitis, 2-28 
Periodontal abcess, 2-51 
Periodontitis, 2-50, 2-51 
Periodontium, tissues of the, 2-44 
Peritonsillar abcess, 2-^21 
Personnel Advancement Requirement (PAR), 
1-4 

Personnel di vision ;*1 1-15 
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Personnel records and accounting, 11-1 to 1 1-19 
advancement in rating, 11-8 
conclusion, 11-19 

day-to-day personnel reporting, 11-1 

extension of enlistment, 11-8 

leave and liberty, 11-7 

personnel administration at Naval 

Hospitals, U.S. Naval Hospitals, Naval 

Regional Medical Centers and U.S. 

Naval -Regional Medical Centers, 

11-15 to 11-19 
promotion of officers, 11-8 
sep^r;ation- of enlisted personnel, 

11-8 to 11-12 
the health record, 11-6 
' the Manpower and Personnel Management 

Information System, 11-Ko 11-4 
the service record, 1 1-4 to 1 1-6 . 
transfer and receipt of personnel, 

11-12 to 11-15 
use and maintenance of reference material, 

11-1 

pharynx, conditions of the, 2-21 / , 
Physical diagnosis and treatment, 2-1 to 2-58 
acute thoracic emergencies, 2-5 
common dermatological conditions, 

2-24 to 2-28 
dental care, 2-41 to 2-58 
diseases of the circulatory system, 

2-14 to 2-17 
diseases of the gastrointestinal (Gj) 

2-9 to 2-12 

diseases of the genitourinary (jSU) tract, 
2-L3, 2-14 

dis^Q^ of the respiratory tj;;^t, 2-5 to 2-9 
disorders of the ji^ous system, 
^■^^S^ to 2-31 C 
disorders of the ear, nose, and throat, 
2-19 to 2-21 ^ 
disorders of the ocular system, 2-21 ta^-23 
endocrine disorders, 2-32, 2-33 / 
female specific conditions, 2-33 to 2-41 
physical examination, 2-3 to 2-5 
problSfns of the musculoskeletal system, 
M7 to 2-19 

psychiatric disorders, 2-32 

traumatic conditions of the central nervous 
>stem(CNS), 2-31,2-32 
Plant property, 12-57 
Pleurisy, fibrinous, 2-7 
Pneumonia, 2-6 



tract. 



Pneumothorax, 2-7, 2-8 

spontaneous, 2-7, 2-8 

traumatic, 2-8 
^otassuim hydroxide (KOH)> preparation for 

identification of fungi, 7-6 
Pregnaire^T, 2-40, 2-41 
Premenstrual tension syndrome, 2-39 
Prescription writiiTg ind filling, 4-1 to 4-6 

filling the prescription, 4-3 to 4-6 

the prescription, 4-1 

who may write .a prescription, 4-1 to 4-3 
Preventive medicine, 5-1 to 5-29 

communicable diseaSe control, 5-22 to 5-27 
food service sanitation, 5-5 to 5-17 
heating, ventilation, and air conditioning, 
5-2 to 5-5 

safety and industrial health, 5-27 to 5-29 
sanitation of living spaces, 5-1, 5-2 
wastewater treatment and disposal, 
5-17 to 5-22 
Procurement, 12-9 to 12-32 

BPAs, 12-30 to 12-32 
* DD 1149, 12-21 

DD 1348, 12-12 to 12-20 

letter requests and message requisitions, 

12-21 to 12-28 
non^NSN requisition document, DD 

1348-6, 12-20, 12-21 
pureliase, 12-28 to-/-3tf^ 
requisitioning, 12-9 to 12-11 
Uniform Materiel Movement and Issue 
Priority System (UMMIPS), 12-11, 12-12 
Promotion of officers, 11-8 ^ 
Property surveys, 12-56, 12-57 
P/ostatitis, 2-13 
Proteins, 3-1 
Psoriasis, 2-24 
Psychiatric disorders, 2-32 
^Pulmonary abscess, 2-7 
>ulp, 2-44 
Pulpitis, acute, 2-48 
Purchase, 12-28 to 12-30 
Pyelonephritis, 2-13 
^^rosrs, 2-9|^ ^ 



Q 



Quarantine regulations, 5-2^, 5-27 
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R 



Random sampling inventory, 12-42 

Rapid Plasma Reagin (RPR) card test for 

syphilis, 7-5 
Rating, the hospital corpsiQan, 1-3 
Reading and reporting smears^ 7-4 
Receipt of personnel, 11-14 
Records and forms, dental, 2-56 to 2-58 
Records retirement, 9-8 
Reenlistment, .immediate, 11-Jl, 11-12 
Reference material, use and maintenance of, 

11-1 

Renai calculi, 2-13, 2-14 

Reporting requirements. Naval, 9-7, 9-8 

Requirements for advancement, 1-2, 1-3 

Requisition file maintenance, 12-35 

Respiratory tract, diseases of the, 2-5 to 2-9 

Retinal detachment, -2-23 \ 

Rheumatic fever, 2-14, 2-15 

Rh factors, 7-7 

Rhinitis, allergic, 2-21 

Routing of correspondence, 10-4, 10-5 



Safety an^industrial health, 5-27 to 5-29 
accident prevention program, 5-29 
asbestos control, 5-28 
halogenated hydrocarbons, 5-28, 5-29 
hearing conservation program, 5-29 
metals and other) materials, 5-27, 5-28 
OTTO Fiie^ll 5/29 

Salpingitis, 2-3^ 

Sanitation of living splices, 5-1, 5-2 
Scabies. 

Scope of this training course, 1-3, 1-4 
Search, recovery, and identificatiotij 13-3, 13-4 
Seboirheic dermatitis, 2-25 \ 
Separation of enlisted-p^sonnel, ll-^>t^l-12 

bad conduct discharge, 11-10 

discharge under other than honorable 
conditions, 11-9 

dishonorable discharge*, 11-10 

general discharge, 1 1-9 

honorable discbarge, 11-9 

immediate reenlistments, 11-11, 11-12 

procedures, 11-10, 11-11 



Septicemia, 2-16 
Serology, 7-5, 7-6 

Monospot Slide Test (FSN 
6505-01-005-4375) for infectious 
mononucleosis, 7-5, 7-6 
Rapid Plasn;ia Reagin (RPR) card test for 
syphilis, 7-5 
Service record, the, 11-4 to 11-6 
Enlisted, 11-5, 11-6 
Officer, 11-4, 11-5 
security and custody, 11-6 
Sewage transf t, 5-20, 5-21 
Sexually transmitted disease, control of, 

5-22 to 5-25 
SIM, 12-40 
Smears, 7-3, 7-4 

Gramas staii , 7-3, 7-4 
preparation jf, 7-3 
reading and reporting, 7-4 
Special materiel inventory, 12- 
Specific commodity inventory, 
Spot inventory, 12-41 
Standard Navy Distribution J/ist, 9-5 
Standard Organization ape Regulations of the 

U.S. Navy, 9-1 
Standard Subject IcfeWfication Codes, 9-4, 
10-7, 10-8 

Stock points and sources of supply, 

12-32 to 12-35 
Stock record cards, 12-44 to 12-56 - 
Stomatitis and recurrent labial herpes, 

2-52 to 2-54 
Storage, foodstuffs, 5-10 to 5-13 fj 
Stowage, 12-36, 12^7 ' . 

security, i2-37 
storerooms, 12-36, 12-37 
Supply and finance. Navy medical, 12-1 to 

12-59 

Surgery and Medicine, Bureau of, the, 

8-2 to 8-7 ^ 
Subarachnoid hemorrhage, 2-31 
Syncope and vertigo, 2-29 




Teeth, tissues of the, 2-43, 2-44 
Telecommunications User Manual, 9-4 
Tendinitis/ tenosynovitis, 2-18 
Testicular torsion, 2-14- 
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12to 1M5 
^ity, 11-15 



T'horacic emergencies, acute, 2-5 

thrombophlebitis, 2-16 

Tinea capitis, 2-27 

Tinea corporis7^-27 
/ Tinea cruris, 2-27 
' Tinea peclis, 2-27, 2-28 
' Tinea versicolor, 2-28 

Tinnitus, 2-20 

Tonsilitis, acute, 2-21 ^ ^ 
Training filmv'f^ 
Transfer andfeceipt of personnel^/l 

duty assignment within the a 

enlisted personnel, 11-13, 11-1 

officer personneU 11-13 

receipt of personnel, 11-14 % 

service record entries., 11-14, 11-15 

types of orders, 11-12, 11-13 
Transportation of remains, decedent affairs, 

13-5, 13-6 

cremated remains (cremains), 13-6 

dufing year-end and ho^lidays, 13-6 - 

special requirements, 13-6^ 

to orfromCONUS, 13-6 

within the United States, 13-5 
Travel Regulations, Joint, 9-4 
Tuberculosis control program,, 5-25, 5-26 
Tympanic membrane ,^j^f orated, 2-19 
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Uniform Materiel Movement and Issue Priority 

System (UMMIPS), 12-11, 12-12 
Uniform regulations, 9-2 
Upper GI hemorrhage, 2-10 
Upper respiratory infection ,(UR1), 2-5 
Uremia, 2-14 

Urgency of Need Designator (UND), 12-11, 
12-12 



Urticaria (hives), 2-25 ^* 
U.S. Navy Plain Language Address Directory, 
9-4 



Vaginitis, 2-37, 2-38 
Varicose veins, 2-16 
Velocity inventory, 12-41, 12-42 
Ventilation, 5-4, 5-5 
Verification, prescription, 4-3 
Verrucae, 2-26 
Vertigo and syncope, 2-29 
Vitamins, 3-2, 3-4 
Vomiting and nausea, 2-9 
Vulvitis, 2-38 
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Wastewater treatment and disposal, 5-17 to 5-22 
afloat, 5-19, 5-20 
general, 5-17 to 5-19 
* medical department responsibilities, 5-21, 
5-22 ^ ) 

personal hygiep^, sanitation, and safety,^ 

5-21 / 
ySewage transfer, 5-20, 5-21 
/ waste disposal in the field, 5-22 
W&te/Ts-^l 

Watef and food, protection of, 6-5, 6-6 , 
<[^Wrrting and filling, prescription, 4-1 to 4-6 



ZIP code, 10-9 
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HOSPITAL CORPSAAAN 1 &C 

NAVEDTRA 10670-B 

Prepared by the Naval Education and Training Program Development 
Center, Pensacola, Florida 



Your NRCC contains a set of assignments and 
perforated answer sheets. The Rate Training Man- 
ual, Hospital Corpsman UC 
I NAVEDTRA 10670-B . Is your textbook for the 

NRCC. If an errata sheet comes with the NRCC, 
' make all Indicated changes or corrections. Do not 
change or correct the textbook or assignments In 
- any other way. 



• HOW-TO COMPLETE THIS COURSE 
i SUCCESSFULLY 

I Study the textbook pages given at the begin- 

/ ning of 6ach assignment before trying to answer 
' the items. Pay attention to tables and 11 lustra- 
1 tlons as they contain a lot of information. 

Making your own drawings can help you understand 
I the subject matter. Also, read the learning ob- 

• jectives that precede the sets of items. The 

I learning objectives and items are based on the 
I subject matter or study material in the textbook. 
The objectives tell you what you should be able 
to do by studying assigned textual material and 
( answering the items. 

At this point you should be ready to answer 
r the items in the assignment. Read each item care- 
fully. Select the BEST ANSWER for each itsm, , 
' consulting your textbook when necessary. Be sure 
to select the BEST ANSWER from the subject matter 
, in the textbook. You may discuss difficult points 
in the. course with others. However, the^answer 
you select must be your own. Remove a perforated 
» answer sheet from the back of this text, write 
in the proper assignment number, and enter your 
answer for esch item. 

. vour NRCC will be administered by your com- 
mand or, in the case of small commands, by the 
NavaT Education and Training Prograr\OeYelopment 
Center. No matter who administers yoik" course 
you can complete it successfully by ^ning a 3.2 
for each assignment. The unit breakdown of the 
course, if any, is shown later unde^ Naval 
Reserve Retirement Credit. 

WHEN YOUR COURSE IS ADMINISTERED 
BY LOCAL COMMAND 

As soon as you have finished an as^igpment, 
submit the completed answer sheet to the officer 



designated to grade it. The graded answer sheet 
will not be returned to you. 

If you are completing this NRCC to become 
eligible to take the fleetwide advancement exam- 
ination, follow a schedule that will enable you 
to complete all assignments in time. Your sched- 
ule should call for the completion of at least 
one assignment per month. 

Although you complete. the course success- 
fully, the Naval Education and Training Program 
Development Center wilV not issue you a letter 
of satisfactory completion. Your command will 
make an entry in your service record, giving you 
credit for your work. 



WHEN YOUR COURSE IS ADMINISTERED 
.BY THE NAVAL EDUCATION 
AND TRAINING PROGRAM 
DEVELOPMENT CENTER 



After finishing an assignment, go on to the 
next. Retain each completed answer sheet until 
you finish all the assignments in a unit (or in 
the Course if it is not divided into units). 
Using the envelopes provided, mail your com- 
pleted answer sheets to tne Naval Education and 
Training Program Development Center where they 
will be graded and the score recorded. Make sure 
all blanks at the top of each answer sheet are 
filled in. Unless you furnish all the informa- 
tion required, it will be impossible to give you 
credit for your work. The graded answer sheets 
will not be returned. 

The Naval Education and Trajnlng^f rogram 
Development Center wiU issue a Jetter of satis- 
factory completion to certify successful comple- 
tion of the course (or a creditable u^it of the 
course). To receive a course-completlo!^ letter, 
follow the directions given on the course-com- 
pletion fom in the back of this WRCC, ; 

You may keep the textbook- and assignments 
for this course. Return them- only in the event 
you disenroll from the course or otherwise fail 
to complete the course. Directions for returning 
the textbook and assignments are given on the 
b:ok-returh form in the back of this NRCC. 
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PREPARING FOR YOUR AWANCEMENT 
EXAMINATION 

Your examination for advancement Is based 
on the Occupational Standards for your rating as 
found In the MANUAL OF NAVY ENLiSTED mPQWER 
AND PERSONNErCLASSIFItATIOKS AND OCCUPAHOnal 
STANbAft&S (NAVt>fcR$ I6068). These Occupational 
Standards define the minlmian tasks required of 
your rating. The sources of questions 1n your 
advancement examination are listed In the BIBLI- 
OGRAPHY FOR ADVANCEMENT STIJDY (NAVEDTRA lOUS^T 
For your convenience, the Occupational Standards 
and the sources of questions for your rating are 
combined 1n a single pamphlet for the series of 
examinations for each year. These OCCUPATIONAL 
STANDARDS AND BIBLIOGRAPHY SHEETS (called Bib 
Sheets), are available from your ESO. Since your 
textbook and NRCC are among *he sources listed 
In the bibliography, be sure co study both as 
you take the course. The qualltlcatlons for your 
rating may have changed since your course and 
textbook were printed, so refer to the latest 
edition of the Bib Sheets. 



COURSE OBJECTIVE 



Uoon comnletlon of this nonresident 
career course, the student will satisfy 
a major requirement for atJvancement to 
HMl and MMC by scorino a minimum of 3.2 
on each assinnment. 



NAVAL RESERVE RETIREMENT CREDIT 

This course is evaluated at 4 Naval Reserve 
retirement Doints which v/ill be credited upon 
satisfactory comnletion of the course. These 
noints are creditable to personnel eliqible to 
receive them under current directives qoverninc 
the retirement of ^laval Reserve personnel. 



While working on this co|rrespondence 
course, you may rej^r freely to the text. 
You may seek advice and Instruction from 
others on problems arising irj the course, 
out the solutions submitted ?tust be the 
result of your own work and decision:. 
You are prohibited from referring to or 
copying the solutions of others, or giving 
con^leted solutions to anyone else taking 
the same course. 
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Naval courses may include a variety of questions - mul\ftle-choice, true-false, matching, etc. 
the questions are not grouped by type; regardless of type, they are presented in the same general 
sequence as the textbook material upon which they are based. This presentation designed to pre- 
se?ve continuity of thought, pennitting step-by-step <Jevelopment of ^ome ^^^^ 

types of questions, others only a few. The student can readily identify the type of each question 
(and the action required)' through inspection of the samples given below. 

MULTIPLE-CHOICr QUESTIONS 

Each question contains several alternatives, one of which provides the best answer to the 
question. Select the best alternative, and blacken the appropriate box on the answer sheet. 



SAMPLE 



s-1. The first person to be appointed Secretary 
of Defense under the National Security Act 
of 1947 was 

1. George Marshall 

2. James Forrestal 

3. Chester Nimltz 

4. William Halsey 



this way on the answer sheet; 



s-1 



fa ii □ □ 



TRUE-FALSE QUESTIONS 



Mark each statement true or false as indicated below. If any part of the statement is false 
the statement Is to be considered false. Make the decision, and blacken the appropriate box on the 
answer sheet. 



SAMPLE 



s-2. Any naval officer is authorized to corres- 
pond officially with any systems command 
of the Department of the Navy without his 
conmanding officer's endorsement. 



Indicate in this way on the answer sheet: 



s-2 



1 £. J T 

fa i □ - 



MATCHING QUESTIONS 

Each set of questions consists of two columns, each listing word , phrases or sentences. The 
task is to select the item in column B which is the best match for the Item In column A that is 
being considered. Items in column B may be used once, more than once, or not 3t all. specific 
instructions are given with each set of questions. Select the number^ identifying the answers and 
blacken the appropriate boxes on the answer sheet. 

SAMPLE 

In questions s-3 thi^ugh s-6, match the name of the shipboard officer in cplumn A by selecting 
from column B the name of the department In which the officer functions. 

A B Indicate in this way on- the answer sheet: 



s-3, 


Damage Control Assistant 


1. 


Operations Department 




1 -2 


3 


4 


s-4. 


CIC Officer 


2. 


Engineering Departr^ent 


s-3 


h m 


□ 


□ ___ 


s-5. 


Disbursing Officer 


3. 


jupply O^artment 


s-4 


B □ 


□ 


□ 


s-6. 


Communications Officer 






s-5 


□ □ 




□ 








s-6 




□ 


□ ___ 
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Assignment 1 



Advancementl^ Physical DlaRnosls and Treatoent; Diet Therapy; Prescription Writin g and Filling; 
Preventive Medicine; and Medical Aspects of Chemical. BioloRlcal. and Radiological Defense 



Textbook Assignment: Pages 1-1 through 6-1 



LEARNING OBJECTIVE: Upon completing 
items 1-1 thru the learner will 

be able to identify (in writing) the 
requirements for advancement in rate* 



1-1. All of the following are requirements for 
advancement EXCEPT 

1. having a certain amount of titoe in 
grade 

2. having a certain amount of time in 
service 

3. completing required military and 
occupational training courses 

A. completing the Personnel Advancement 
Requirement (PAR) 

.1-2. What publication provides a complete Ust 
of required and recomiaended materials to 
be studied by personnel working for 
advancement? 

1. Manual of Navy Enlisted Manpower and 
Personnel Classifications and 
Occupational Standards, NAVPERS 18068 

2. Personnel ^Advancement Requirement, 
NAVPERS 14 14 /A 

3. Bibliography for Advancement Study, 
NAVEDTRA 10052 

4. List of Training Manuals and 
Correspondence Courses, NAVEDTRA 
10061 

f 

1-3. The publication that gives the minimum 

occupational standards for advancement in 
rate is the 

1. Bibliography for Advancement Study, 
NAVEDTRA 10052 

2. Bureau of Naval Pers<>nnel Manual, 
NAVPERS 15791B 

3. hianual of Navy Enliste4 Manpower and 
Personnel Classif icatfioHs and 

, Occupational Standards, NAVPERS 18068 
' Manual of Advancement, BUPERSINST 

• ' 1430*16 



1-4. 



1-5. 



1-6. 



LEARNING OBJECTIVE: Upon completing 
item 1-4, the learner will be able 
to identify (in writing) a hernia 
located on the anterior surface of 
the thigh Just below the inguinal 
ligament. 



A hernia located on the anterior surface 
of the thigh Just below the inguinal 
ligament is called a/an hernia. 

1. ventral 

2. inguinal 

3. hiatal 

4. ^ femoral 



' LEARNING OBJECTIVE; Upon completing 
items 1-5 thru 1-15, the learner will 
be able to identify (in writing) 
diseases and conditions and their 
causes, sytsptoms, and treatments. 



Treatment of acute asthma would most 
likely include all of the following---^ 
EXCEPT 

1. giving epinephrine 

2. administering oxygen 

3. restricting fluids 

4. giving antibiotics for respiratory 
infections 

The most essential component of early 
treatment of pulmonary embolism *is 

1. treating for shock 

2. administering oxygen 

3. giving meperidine for p£(in 
giving an anticoagulant 



FRIC 
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l<-7* Treataent of peptic ulcers includes all of 
the following EXCEPT 
U oental and physical, rest 

2. frequent feedings of bland foods and 
milk 

3. high dose antacid therapy , 

4. diet as tolerated by the patient 

1-8. The most serious fom of arteriosclerosis 
is 

1 • thrombophlebi t is 

2» coronary insufficiency 

3. atherosclerosis 
4« angina pectoris 

1-9. The primary difference between the pain of 
myocardial infarction and that of angina 
pectoris is 
1* persistence 
2. t''pe 
3* location 
4» severity 

1-1 0» Inflammation of a lymph node is known as 
K lymphangitis 

2. thrombophlebitis 
3* lymphadenitis 

4. cellulitis 

1-11. The drug of choice for acute attacks of 
gouty arthritis is 

1. aspirin 
2* Indocin 

3. Zyloprio 

4. erythromycir* 

1-12. Acute otitis oedJn Is usually caused by 
U allergens 
2* viruses 
3* fungi 
4* bacteria 

1-13. A condition of the ^ye characterized by 
increased intraocular pressure is 
1 * hyphema 

2. conjunctivitis 
3* hordeolum 

4* acute glaucoma 

1-14* A recurrent viral infection characterized 
by the sudden appearance of email vesicles 
on the skin or raucous membrancjs, usually 
around the mouth, is 
1. herpes simplex 
2* urticaria 
3« herpes zoster 
4* verrucae 



1-15* A parasitic skin infection charac- 
terized by superficial burrows, intense 
pruritis, and secondary inflammation 
is 

1. tinea versicolor 
2* scabies 

3* pediculosis capitis 
4. pediculosis corporis 



LEARNING OBJECTIVE: Upbn completing 
item 1-16, the learner will be able 
to identify (in writing) the stages 
of abort ion* 



1-16. When the membranes are ruptured and 

portions of tissue are visible at the 
cervical os, abortion is 
1* threatened 
2, imminent 

3* inevitable , 
4. incomplete 



I \RNING OBJECTIVE: Upon completing 
xcems 1-17 thru l-lSj the learner 
will i>c able to identify (in writing) 
three parts of the dental anatomy. 



1-17. The chief hard tissue of the tooth is 
called 

1 . cementum 

2. enamel 

3. dentin 

4. periodontium 

1-18. The substance that forms a protective 
layer over the root portion of the 
.dentin is 

1 . cementx^m 

2 . enamel 

3. alveolar bone 

4. periodontium 

1-19. Which of the following supplies the 
dentin With blood? 

1. Crown 

2. Pulp 

3. Gingi>ra 

4. Periodontium 



2- 
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LEARNING OBJECTIVE: Upon completing 
items 1-20 thru 1-29, the learner 
will be able to Identify (In 
writing) various dental conditions 
and their symptoms and treatments* 



1-20. The most common cause dental carles Is 
1 • sugar 

2* lack of fluoridation 

3. Infrequent dental examinations 

A, bacterial plaque 

1-21.' Severe Inflamstatlon of the tooth pulp Is 
knovm as 

1. acute pulpitis 

2. periapical abscess 

3. marginal gingivitis 

4. necrotizing ulcerative gingivitis 

1-22. The most frequent cause of Marginal 
gingivitis is 
1.. bacteria 

2. caries 

3. poor oral hygiene 

4. periodontitis 

1-23. The most frequent cause of periodontal 
abscesses is 

1. bacteria 

2. continued irritation 

3. poor oral hygiene 

4. caries 

1-24. An inflammation of the gingiva around a 
partially erupted tooth -is known as 

1. periodontitis 

2. periodontal abscess 

3. stomatitis 

4. pericoronitis 

1-25. An Inflammation of the oral mucosa is 
called 

1. stomatitis 

2. gingivitis 

3. periodontitis 

4. pericoronitis 

1-26. Labial herpes will normally disappear 
spontaneously within days. 

1. 2 to 4 

2. 3 to 6 

3. 5 to 8 

4. 7 to 10 



1-27. Excruciating, constant pain 3 days 
after a tooth extraction usually 
indicates 

1. hemorrhage 

2. osteitis 

3. stomatitis 

4. pericoronitis 

1-28. A tooth fracture with slight exposure 
of the pulp is a type fracture. 

1. I 

2. II 

3. Ill 

4. IV 

1-29. A large fracture of a tooth with much 

pulp exposure is a type 

fracture. 

1. I 

2. II 

3. Ill 

4. IV 



LEARNING OBJECTIVE: Upon cocopleting 
itetss 1-30 thru 1"^^» the learner 
will be able to identify (in writing) 
criteria for effective diet therapy. 



1-30. The main structural unit of all living 
cells is 

1. protein 

2. fat 

3. water 

4. carbohydrate 

1-31, Foods rich in protein include 

1* toiuatoes, fruits, peas, and beans 

2. spaghetti, rice, and pastries 

3. milk, nuts, meat, and fish 

4. rice, pastries, and potatoes 

1-32. What nutritional substances contain the 
greatest concentration of calories? 

1. Proteins 

2. Fats 

^ 3. Carbohydrates 
4. Minerals 

1-33. The most efficient source of energy in 
the diet is 

1. protein 

2. fat 

3. water 

4. carbohydrate 



3 

288 



1-3A. How many calories does each gram of 
carbohydrate yield In the process of 
metabolism? 
!• 4 

2. 6 

3. 8 
A. 9 

1-35. Minerals In the diet are essential for 
!• maintaining bones and teeth 

2. oxidizing fats 

3. maintaining body temperature 

4. supplying body energy 

1-36. Substances present In food that act as 
catalysts In many chemical reactions of 
the body are knovm as 

1. minerals 

2. proteins 

3. vitamins 

A, carbohydrates 

1-37, The percentage of body weight made up of 
water Is 

1. 50 

2. 60 

3. 70 

4. 80 

1-38. All of the following would be Included In 
a soft diet EXCEPT 

1, tender meat 

2, eggs 

3, crackers 

4, raw vegetables 

1^39, A clear liquid diet Includes all of the 
following EXCEPT 

1. plain gelatin 

2, -rained soups 
, 3. .ulK drinks 

' 4. popslcles 

1-40. Patients with renal disease associated 
with nitrogen retention should be on a 

diet. 

1- low protein 

2. low resiaue 

3. Uigh protein 

4. '.fgh residue 



1-42. 



1-43. 



1-44. 



Which of the foods listed below should 
not be Included In a low residue diet? 

1. Buttermilk 

2. Hot breads 

3. Broiled lamb 

4. Ripe bananas 

How many grams of sodium are allowed 
dally on a strict low sodium diet? 

1. 0.25 to 1.0 

2. 1.0 to 1.5 

3. 1.5 to 2.0 

4. 2.0 to 2.5 

The diet used in the treatment of 
hypoglycemia is 

1. bland' 

2. low calorie 

3. high calorie 

4. low carbohydrate, high protein 



1-45. 



1-41. A 



diet is indicated for patlenti* 



with atoni't constipation. 

1 . low prc:ein 

2, lew residi'3 
^. 'iiigh oroteln 
4, nigh residue 



LEARNING OBJECTIVE: Upon completing 
items 1-45 and 1-46, the learner will 
be able tol^identify (in writing) the 
parts of the prescription. 



1 



That part of the prescription that lists ' 
the names and quantities of the ingre- 
dients to be used Is the 
If Inscription 

2. superscription 

3. signa 

4. subscription 



1-46. That part of the prescription that gives 
directions to the comj.ounder is the 

1. superscription 

2. inscription 

3. subscription 

4. signa 



LEARNING OBJECTIVE: Upon completing 
Item 1-47, the learner will be ab^ ^ 
to identify (in wrltln3) the Mealcal 
Service Corps subspecialty authorized 
to write prescriptions. 



4 
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1-47 • 



1-48. 



K^rabers of which of the following 
subspecialties of ths Medical Service 
Corps are authorized to write 
prescriptions? 
1* Pharmacy 

2. Physical Therapy 

3. Podiatry 

4. Occupational Therapy > 



LEARNING OBJECTIVE: Upon completing 
item 1-48, the learner will be able 
to identify (in writing) the correct 
numbering and filing procedure for 
schedule II and III drugs. 



How are prescriptions for schedule II and 
III drugs numbered and filed? 

1. Number*».d consecutively, preceded by 
the letter "N,** and filed In the 
general files 

2. Numbered consecutively, preceded by 
the letter "N,** and filed separately 

3. Numbered In the sane manner as the 
seeneral files but filed separately 

4. Numbered the same as and filed in the 
general files 



LEARNING OEJECTIVE: Upon completing 
Item 1-49, the learner will be able to 
Identify (in writing) the length of 
time prescriptions must be kept on 
f 'le. 



1-51. 



1-52. 



1-49. Prescc^ptionj must be kept on file for at 



least 
I. Z 
\ ^ 

3. 4 

4. 5 



yeai's 



LEARNING OBJECTIVE: Upon completing 
items 1-50 thru 1-53, the learner 
will be able to identify (in writ ag) 
facts pertaining to food service 
and food service Inspection. 



1-53. 



Who is ultimately responsible for 
ensuring that food and beverages served 
at a command are safe and wholesome? 

1. Food service officer 

2. Me/!lcal offUhr 

3. Commanding officer 

4. BU:iEl> 

Tsie officer Is accountable for 

foodborne Illness resulting from 
Improper food preparation, serving, or 
storing. 

1. commanding 

2. supply 

3. food service 

4. medical 

The medical officer or the Medical 
Department representative is responsible 
for routine inspection of all ^ood 
service facilities at least 

1. once weekly 

2. twice weekly 

3. once monthly 

4. twice monthly 

A can with flat ends, one of which may 
be forced lato a convex position when 
the other is brought down sharply on a 
flat surface, is called a 

1. flipper 

2. bulfer 

3. springer 

4. swelled 



1-5^ 



LEARNING OBJEJTIVK: U^on completing 
items 1-54 thr.i 1-62, the learner 
will be a^le to identify (in writing) 
criteria for the storage of food- 
stuffs. 



Fresh eggs should be stored in a dry, 
ventilated place at a temperature of 
" F. 

1. 2B^ 

2. 32 

3. 40 

4. 50 



1-55. Overaged seralperishable food must be 
surveyed. 

1. True 

2. False 



5 
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1-56 • 



1-57, 



1-58. 



1-59. 



1-60. 



1-6U 



1-62, 



Fresh fruits and vegetables stored in a 
tight corapartment at AC F or above may 
produce an unsafe level of 

1, methane gas 

2, ethane gas 

3, carbon dioxide 

4, carbon monoxide 

Temperatures must be logged for all bulk 
cold storage spaces at least ^ 

1. every 4 hours 

2, every 8 hours 

3. twice daily 

4, once daily 

Milk and milk products must be delivered 

at or below ° F. 

K 55 

2. 50 

3. 45 

4. 40 

Ice cream must be stored at or below 

1. 0' F 

2. 0' C 

3. lO'' F 

4. lO'' C 

Leftover foods must not be held longer 
than 

1, ' 24 hours 

2. 36 hours 

3. 3 days 

4, 1 week 

Frozen food should be stored at a con- 
stant temperature not above F, 

1. 0 

2. 10 

3. 20 

4. 32 

Frozen sandwiches intended for use In 
flight or boat' meals must be consumed 

within hours after removal from 

the freezer* 

1. 2 

2. 3 

3. 4 

4. 5 



1-63, 



If not sealed to the wall, floor, and 
adjacent equipment, food service 
equipment must be installed at least 

inches from the wall ashore and 

inches from the bulkhead aboard 



1-64. 



1-65. 



1-66. 



1-67. 



LEARNING OBJECTIVE: Upon completing 
items 1-63 thru 1-66, the learner 
will be able to identity (in writing) 
facts pertaining to sanitation of 
food service areas. 



ship. 




1- 3, 


6 


2. 4, 


8 


3. 6, 


8 


4. 8, 


6 



A model field dishwashing unit consists 
of how many GI cans? 

1. three 

2. four 

3. five 

4. six ^ 

The temperature in galley spaces aboard 
ship must be kept below F. 

1. 80 

2. 75 

3. 70 

4. 65 

Navy and Marine Corps food service 
facilities will be Inspected by a 
Medical Department representative at 
least 

1. weekly 

2. semimonthly 

3. monthly 

4. quarterly 



1-68. 



LEARNING OBJECTIVE: Upon completing 
items 1-67 and 1-68, the learner 
will be able to identify (in writing) 
facts pertaining to waste disposal. 



Who is ultimately responsible for 
evaluating wastewater disposal systems 
ashore and afloat? 

1. Commanding off Ice c 

2. Medical officer 

3. Safety officer 

4. Chief, BUMED 

The overboard discharge by DOD ships of 
untreated sewage is prohibited by 

Federal law within miles of the 

shores of the United States and Its 
territories. 



1, 
2. 
3. 
4. 



2 
3 
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1-69. 



1-70. 



1-71. 



LEAWUNG OBJECTIVE: Upon completing 
Items 1-69. and 1-70, the learner 
will be able to identify (in writing) 
facts concerning STD workups. 



Diagnoses and followups of aexually 
transmitted disease should be entered on 
SF 

K 502 

2. "600 

3. 601 

4. 603 

Ci^ Mian contact invest igati(Mis are 
usually the responsibility ofithe 
K USPUS 

2. military STD worker 

3. local public health department 

4. State public health service 



1-73. The four internationally quarantinable 
diseases are 

1* malaria, smallpox, cholera, and 
yeXlow fever 

2. typhoid, smallpox, cholera, and 
yellow fever 

3. plague, smallpox, cholera, and 
yellow fever 

4. syphilis, smallpox, cholera, and 
yellow fever 



1-72. 



1-74. 



LEARNING OBJECTIVE: Upon completing 
items 1-71 and 1-72, the 'learner 
will be able to identify (in writing) 
criteria used in the Tuberculosis 
Control Program. 



month intei-vals. 



Following the initial testing, TB 
contacts will be examined at 
, and 

1. 2-, 3- 

2. 2-, 4-, 6- 

3. 3-, 6-, 9- 

4. 3-, 6-, 12- 

The Annual Report of Tuberculin Retestlng 
is submitted by 

1. 1 January 

2. 1 February 

3. 30 June 

4. 30 September 



1-75. 



LEARNING. OBJECTIVE: Upon completing 
item 1-74, the learner will be able 
to identify (in writing) the length 
of time for which a Certificate of 
Deratizatton is valid. 



A Certificate of Deratization is valid 

for months from the date of 

issue. 

1. 3 

2. 6 

3. 9 

4. 12 



LEARNING OBJECTIVE: Upon completing 
item 1-75, the learner will be able 
to identify (in writing) medical 
considerations of chemical, biologi- 
cal, and radiological warfare. 



Who is responsible for area decontami- 
nation of chemical agents aboard ship? 

1. Medical Department 

2. Supply Department 

3. Damage Control 
4* All hands 



LEARNING OBJECTIVE: Upon completing 
item 1-73, the learner will be able 
to identify (in writing) the inter- 
nationally quarantinable diseases* 
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Assignment 2 



Medical Aspects of Chemical. Biological, and Radiological Defense (continued); Clinical Laboratory ; 
Naval Organization; Naval Manuals. Directives, and Reports; Navy Correspondence and Classified 
Information; Personnel Records and Accounting; Navy Medical Finance and Supply; and Decedent 
Affairs * 

Textbook Assignment: Pages 6-2 through 13-11 



LEARNING OBJECTIVE: Upon completing 
items 2-1 thru 2-7, the learner 
will be able to identify (in writing) 
medical considerations of chemical > 
biological, and radiological warfare. 



2-1. The first priority in the treatment of 
chemically contaminated casualties is 
I* control of massive hemorrhage 
2« decontamination 

3, treatment of life-threatening shock 
and wounds 

4. removal of contaminated clothing 

2-2« Biological agents can be detected by 
1« physical senses 
2« chemical detectors 
3« laboratory examination 
4« all of the above 

2-3« Wien biological agents are known to have 
been placed in your drinking water, you 
must 

!• double the amount of chlorine in the 
water 

2, double the time the water is exposed 

to the chlorine 
3* refrain from drinking the water 
A* boil the water before you drink any of 

it 



2-5, A nuclear casualty brought to a medical 

facility by a rescue team should first be 

taken to the station* 

1« sorting 

2« monitoring 

3« decontamination 

4, contaminated emergency treatment 

2-6« Noncontamlnated nuclear casualties not 
requiring Immediate emergency treatment 
should go from the monitoring station 

directly to the station* 

!• clean emergency treatment' 
2« sorting 

3« category II treatment 
4, category V treatment 

2-7. The best method to free water of 

radioactive material to provide emergency 
drinking water is 
1 • coagulation 
2« sedimentation 

3, filtration 

4, distillation 



LEARNING OBJECTIVE: Upon completing 
items ^2-8 thru 2-12, the learner will 
be able to identify (in writing) 
criteria used in the microscopic 
identification of bacteria* 



2-4 • After emergency treatment in the 

contaminated emergency treatment station, 2-8, Rod-shaped bacteria appearing singly, in 

the nuclear casualty is taken to the chains, or in palisades are known as 

station. bacilli 

U clean emergency treatment 2. cocci 

2. sorting 3* spirilla 

3, decontamination ^* flagella 
4« category I treatment 
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2-9. Spherical bacteria chat stain dark blue 
with Gram's stain are 
1* gram-negative bacilli 
2« gram-posltlve cocci 

3. gram-posltlve bacilli , 

4. gram-negative cocci 

2-10. The ingredient in Gram's stain that 

stains gram-negative organisms a deep 
pink is 

1* crystal violet 
2* iodine solution 

3, safcanine * 

4, acetone-alcohol solution 

2-11. Large number? of pus cells with intra- 

cellular and extracellular gram-negative, 
bean-shaped cocci in pairs are diagnostic 
of 

1* diphtheria 
2* tuberculosis 
3, malaria 
4« gonorrhea 

2-12* After RPR antigen is prepared, it is good 
for month(s) without refrigera- 
tion and months with. 

U 1, 2 

2. 1, 3 

3. 2, 6 

4. 3, 12 



LEARNING OBJECTIVE: Upon completing 
Item 2-13, the learner will be able 
to identify (in writing) the execu- 
tive authority of the Navy. 



2-13. The executive authority of the Navy is 
the 

1* Navy Department 
' 2. operating forces 
3« Shore Escablishment 
4. Department of the Navy 



LEARNING ObJECTIVE: Upon completing 
item 2-14, the learner will be able 
to identify (in writing) a special 
assistant to the commanding officer 
of a naval regional medical center. 



2-14. Which of the following is a special 

assistant to the commanding officer of 
a naval regional medical center? 

1. Military Personnel Officer 

2. Director of Nursing 

3. Administrative Assistant 

4. Chief, Outpatient Administration 



LBARtUNG OBJECTIVE: Upon completing 
item 2-15, the learner will be able 
to identify (in writing) the offi- 
cial responsible for the operation 
of clinical functions at NRMCs. 



2-15. Who is responsible for the operation of 
clinical functions at NRMCs? 

1. CO 

2. XO 

3. DCS 

4. DAS 



LEARNING OBJECTIVE: Upon completing 
item 2-16, the learner will be able 
to identify (in writing) the com- 
ponents of a medical battalion. 



2-16* A medical battalion consists of a head- 
quarters and service company, a 

hospital company, and medical 

' companies. 

1. two 

2. three 

3. four 

4. five 



LEARNING OBJECTIVE: Upon completing 
items 2-17 thru 2-21, the learner 
will be able to Identify (in writing) 
facts pertaining to Navy publications. 



2-1/. Changes to the Bureau of Naval Personnel 
Manual are Issued 

1. monthly 

2. quarterly 

3. annually 
4« as needed 
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2-18. Which publication Is Issued to ensure 
proper addressing and distribution of 
mall to all activities of the Department 
of the Navy? 

1. U.S. Navy Plain Language Address 
Directory 

2. Correspondence Manual 

3. ' Navy Register 

A. Standard Navy Distribution List 

2-19. Instructions and notices Issued In the 

Directives Issuance System are similar In 
that both 

,1. contain Information of a continuing 
nature 

2. contain Information of a temporary 
nature 

3. have the same force and effect 

4. provide for* their own cancellation 

2-20. BUMEDINST 6100.4 Is the fourth 
^ 1. --revision of the Instruction 

2. Instruction from BUMED with the same 
Standard Subject Identification Code 

3. paragraph of »the Instruction 

4. major subject covered by the 
Instruction 



Use 



2-21. 



What chapter of the Manual of the Medical 
Department deals exclusively with 
Medical Department forms and reports? 

1. 20 

2. 21 

3. /2 

4. n 



LEARNING OBJECTIVE: Upon completing 
Items 2-22 thru 2-26, the learner 
will be able to Identify (In writing) 
the uses of various forms of Navy 
correspondence . 



For Items 2-22 thru 2-26, select from column B 
the type of Navy correspondence that corresponds 
to the use listed In column A. Items In column 
B may be used more t'lan once. 



2-22. 



2-23. 



A. Use 




B . Type 


Urgent communications 


I. 


Endors ement 


not requiring tele" 
graphic transmission 


2. 


Naval letter 


Info raal Interof f Ice 


3. 


Speedletter 


communication 


4. 


Memorandum 



2-24. Formal communication 
within the Department 
of Defense 

2-25. Recording comments on 
the basic letter by an 
Intermediate addresse<i 

2-26. Addressing other agencies 



2-27. 



LEARNING OBJECTIVE: Upon completing 
Item 2-27, the learner will be able 
to Identify (In writing) the proper 
time for correspondence to be I'ated. 



Correspondence should be dated on the 
day It Is 

1. written 

2. typed 

3. signed 

4. mailed 



2-28. 



2-29. 



LEARNING OBJECTIVE: Upon completing 
Items 2-28 and 2-29, the learner will 
be able to Identify (In writing) 
definitions pertaining to classified 
Information. 



The ability and opportunity to obtain 
knowledge or possession of classified 
information is known as 

1 . clearance 

2. compromise 

3. access 

4 . disclosure 

A violation of security that results 
from an unauthorized person obtaining 
knowledge of classified information is 
known as 

1 . compromise 

2. access 

3. declassification 

4. disclosure 



LEARNING OBJECTIVE: Upon completing 
Item 2-30, the learner will be able 
to identify (in writing) the major 
subject group that pertains to medi- 
cine and dentistry* 
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2-30. Which of the following major subject 
groups pertains to medicine Ar\d 
dentistry? 
. I. AOOO 

2. 5000 

3. 6000 

4. 7000 



2-37. J^hlch of the following types Of 

discharges may be given ONLY by^^pproved 
^ sentences of general courts-martlal? 

1* General \ 
2* Discharge Under Other Than Honorable 

Conditions 
3* Bad Conduct 
4* Dishonorable 



\ 



LEARNING OBJECTIVE: Upon completing 
Items 2-31 thru 2-41, the learner 
will be, able to Identify (in 
writing) facts pertaining to per-- 
sonnel procedures and organization. 



2-38* 



2-39. 



2-31. An original and at least 



carbon 

copies of the personnel diary should be 
prepared. 

1 . two 

2. three 

3. four 

4. five 

.2-r32._ All o.f_tfie following are regular diary 
entries EXCEPT 
1 • gains 
2* losses 

3. 'miscellaneous changes In personnel 

4. passenger lists 

2-33. The EDVR Is distributed monthly by 

1. mpc 

2« Individual commands 

3. EPMAC 

* 4. NAVFINCEN 

2-3A. On what page of the enlisted ser'lce 

record do you find a chronological record 
of performance evaluations? 

1. 4 

2. 9 

3. 10 

4. 11 

2-35. Convalescent leave may be granted by the 

1. hospital CO 

2. medical officer 

3. member's CO 

4. Patient Affairs Division 

2-36. Separation Is the term used to encompass 
all releases from active naval service 
EXCEPT desertion and 

1. discharge 

2. transfer to the Fleet Reserve 

3. death 

4. resignation 



2-40. 



On what page of the service r:iccrd Is 
the separation Interview recorded? 

1. 4 

2. 7 

3. 10 

4. i3 

Immediate reenllstement of a qualified 
Individual may be accomplished 

1. within 24 hours at a recruiting 
station 

2. after 24 hours at the discharging 
activity 

within 24 hours at the discharging 
activity 

at any of the above times and places 



2-41. 



2-42. 



3. 



4. 



Active duty personnel not assigned to 
any permanent duty station are under 
orders. 

1. Permanent Change of Station 

2. Temporary Duty 

3. Additional Duty 

4. Temporary Additional Duty 

All of the following are branches of 

the personnel division of a naval 
hospital EXCEPT 

1. Registrar 

2. Training 

3. Special Services 

4. Civilian Personnel 



LEARNING OBJECTIVE: Upon completing 
items 2-42 and 2-43, the learner will 
be able to identify (in writing) 
publications relating to MILSTRIP/ 
MILSTRAP. 



The publication that issues policy on 
the MILSTRIP/MILSTRAP system is 

1. NAVSUP P-284 

2. NAVSUP P-409 

3. NAVSUPINST 4235.3 

4. NAVSUP P-437 
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2-43. AH afloat MILSTRIP/MILSTRAP operations 

aCQ Incorporated Insio 

1. NAVSUP P-409 

2. NAVSUPINST 4235,3 

3. NAVSUP P-437 

4. NAVSUP P-485 



LEARNING OBJECTIVE; Upon completing 
Items 2-44 thru 2-47, the learner 
will be able to Identify (in writing) 
facta puctalnlng to appropriations. 



2-44. Current operating and maintenance 
expenses of the Navy are generally 
covered by appropriations, 

1. annual 

2. continuing 

3. no-year 

4. multiple-year 

2-45. The first two digits of an appropriation 
symbol used to Identify all appropria- 
tions assigned to the Navy are 

T.-nrr - - 

2. 17 

3. 22 

4. 27 

2-46. A multiple-year appropriation Is 

Indicated In the appropriation symbol by 

numbers representing the year of 

the appropriation. 

1. first 

2. last 

3. first and last 

4. present and last 

2-47. The appropriations that provide for the 
pay and allowances of active duty Navy 
and Marine Corps personnel are 

1. O&MN and O&MMC 

2. O&MNR and O&MMCR 

3. MPN and MPMC 

4. RPN and RPMC 



LEARNING OBJECTIVE: Upon completing 
Items 2-48 thru 2-59, the learner 
will be able to Identify (In writing) 
Information pertaining to the Federal 
supply system. 



2-48. The AMAL lists the minimum amount of 
medical materiel to be maintained on 
board a ship at any time, normally 
which is a -month Supply. 

1. 3 

2. 6 

3. 9 

4. 12 

2-49. Items under the control of an Inventory 
manager and Identified by u National 
Item Identification Number are called 

1, materiel 

2, standard stock 

3, equipment 

4, reserve stocic 

2-50. A 13-dlglt stock number that identifies 
an Item In the supply distribution 
system throughout the Federal system Is 
the 

1, NSN 

2, FSC 

3, NUN 

4, NICN 

2-51. A local IteTn control' number consists of 
characters. 

r; — r 

2, 9 

3, 11 

4, 13 

2-52. The Navy Management Data List contains 
such things as 

1. descriptive data 

2. unit of Issue 

3. colloquial names 

4. synonyms 

2-53. BUMED-controlled items lequiring local 
purchase action should be ordered on 

1. NAVSUP 1114 

2. NAVSUP 1250-1 
i. DD 1149 

4. DD 1348 

2-54. Requisition standard stocked BUMED- 
controlled Items on 

1. NAVSUP 1114 

2. NAVSUP 1250-1 

3. DD 1149 

4. DD 1348 

2-55. An Imprest fund may not exceed 

1. $ 1,000 

2. $ 5,000 

3. $10,000 

4. $25,000 
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2-56, The Urgency of Need Designator is 
assigned by the' 

1. activity requiring the materiel 

2. supply depot 

3. stock point 

4. Inventory control point 

2-57, The procurement document for items 
excluded f fom MILSTRIP is 

1. HAVSUP 1114 

2. HAVSUP 1250-1 

3. DD 1149 
A, DD 1348 



2-61. 



In addition to the operating level, the 
quantity of materiel required to be on 
hand to permit continuous operations if 
normal repleni^tTment is Interrupted, or 
if usage increases, is known as the 

1. safety level 

2. operating objective 

3. stockage objective 

4. requisitioning objective 



2-58. Use 



2-59. 



2-60. 



to transfer items from the 



ship's store for the ship's use. 

1. NAVSUP 1114 

2. NAVSUP 1250-1 

3. DD 1149 

4. DD 1348 

Request emergency supplies from ships 
other than supply ships on 

1. NAVSUP 1114 

2. NAVSUP 1250-1 

3. DD 1149 

4. 'DD~ 134-8 



LEARNING OBJECTIVE: Upon completing 
item 2-60, the learner will be able 
to identify (in writing) the 
minimum frequency for changing com- 
binations on keyless padlocks on 
storerooms* 



2-62. 



2-63. 



Combinations on keyless padlocks on 
storerooms should be changed at least 
every months. 

1. 3 

2. 6 

3. 12 

4. 24 



LEARNING OBJECTIVE: Upon completing 
item 2-61, the learner will be able 
to identify (in writing) the stockage 
level identified In the item. 



LEARNING OBJECTIVE: Upon completing 
items 2-62 and 2-63, the learner v7ill 
be able to identify (in writing) facts 
pertaining to inventories. 

An unscheduled' physical inventory that 
is taken to verify the existence or 
nonexistence of a specific stock item 
Ig a . inventory. 

1, random sampling 

2. routine 
spot 

4. velocity 

The Controlled Substances Inventory 
Board will inventory controlled 
substances at least every' 
1 « mon th 

2. 3 months 

3. year 

4. time the custodian changes 



LEARNING OBJECTIVE: Upon completing 
item 2-64, the learner will be able 
to identify (in writing) an eligible 
member of a formal survey board. 



2-64. 



Which of the following could serve on a 
formal survey board? 

1. The person in whose custody the 
materiel is charged 

2. The person in whose custody the 
materiel is carried 

3. An ensign 

4. A GS-10 



I 
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LEARNING OBJECTIVE: Upon complettng 
Item 2-65, the learner will be able 
to Identify (In writing) the correct 
time Interval between plant property 
Inventories. 



2-65* All classes of plant property must be 
inventoried every years* 

1. 2 

2. 3 

3. 5 

4. 7 



2-70. When search, recovery, and Identifica- 
tion operations continue for more than 
36 hours, progress reports are sent to 

BUMED every hours. 

K i2 

2. 24 

3. 36 

4. 48 

2»'71. To mlnlralJie cellular deterioration, 
remains should be refrigerated at 

1. 28'* - 32^ F 

2. 32'* - 36'* F ^ 

3. 36" - 40" F 

4. 40" - 44" F 



2-66. 



2-67. 



2-68. 



2-69. 



LEARNING OBJECTIVE: Upon completing 
Items 2-66 thru 2-75, the learner 
will be able to Identify (In writing) 
facts pertaining to the Decedent 
Affairs Program. 



The Casualty Assistance Calls Progr<im l» 
administered by 

1. Patient Affairs officers at NRMCs 
commanding officers at NRMCs 
regional medical offices 
'4. NMPC 



I 



Bona fide dependents are entitled to 
which of the following decedent benefits? 

1. Casketing 

2. Transportation 

3. Burial 

4. All of the above 

Within CONUS, who Is responsible for 
ensuring that the next of kin is 
notified of a member's death? 

1. Patient Affairs officers at NRMCs 

2. Commanding officers at NRMCs 

3. The member's commanding officer 

4. NMPC 

If additional portions of human remains 
are recovered from the site of a disaster 
after Initial release of the remains, 
BUMED will be notified by 

1 . speedletter 

2. telephone 

3. routine message 

4. priority message 



2-72. Which of the following is an acceptable 
time for the arrival of remains at their 
destination? 

1. 22-26 December 

2. Thanksgiving 

3. 1 January 

4. 4 July 

2-73. Permission to remove the remains of 

deceased naval personnel from the scene 
of death outside th*i boundaries of a 
military reservation must be obtained 
from the 

1. DAP 

2. regional medical office 

3. commanding officer of the activity 
nearest the scene 

4. local civil authorities 

2-74. When death occurs outside CONUS, how 
many signed copies of DD 2064 must 
accompany the remains to CONUS? 

1 . tvo 

2. three 

3. four 

4. five 

2-75. Primary expenses in decedent affairs 
include which of the following? 

1. Transportation 

2. Preparation 

3. Funeral and burial 

4. All of the above 
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